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in chronic pain: continued relief without risk of tolerance 
Though Talwin® Tablets can be 
compared to codeine In anaigesic 
efficacy, Taiwin is not subject to 
narcctic ccntrcis. For patients who 
require potent analgesia for prolonged 
periods, Taiwin can provide consistent, 
long-range relief, with fewer of the 
consequences you've come to expect 
with narcotic analgesics. 
• Comparable to codeine In analgesic efficacy: one 50 mg. 
Talwin Tablet appears equivalent in analgesic effect tc 60 mg. 
(1 gr.) cf ccdeine. Onset cf signif icant analgesia usually 
occurs within 15 tc 30 minutes. Analgesia is usually main-
tained for 3 hours or longer. 
• Tolerance not a problem: to lerance tc the analgesic effect 
c f Talwin Tablets has net been reported, and no signif icant 
changes in cl inical laboratory parameters attr ibutable tc the 
drug have been reported. 
• Dependence rarely a problem: dur ing three years cf 
w ide cl inical use, only a few cases c f dependence have been 
reported. In prescribing Talwin for chronic use, the physician 
should take precautions tc avoid increases in dose by the 
patient and tc prevent the use cf the drug in anticipation cf 
pain rather than for the relief cf pain. (See last page for a 
complete discussion cf Warnings under Brief Summary.) 
• Not subject to narcotic controls: convenient tc prescr lbe-
day or n ight—even by phone. 
• Generally well tolerated by most patients: Infrequently 
cause decrease in b lood pressure or tachycard ia ; rarely cause 
respiratory depression or urinary retent ion; seldom cause diar-
rhea or ccnst ipat icn. If dizziness, l ightheadedness, nausea or 
vomit ing are encountered, these effects may decrease or dis-
appear after the first few doses. (See last page cf this advert ise-
ment for a complete discussion cf Adverse Reactions and a Brief 
Summary cf other Prescribing information.) 
50iiig.Tablets 
TahviiT 
brand of , • 
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in chronic pain: continued 
relief without risk of tolerance 
Ta lw in® Tab le ts b r a n d of pen tazoc ine (as h y d r o c h l o r i d e ) 
A n a l g e s i c fo r Oral U s e — B r i e f S u m m a r y 
I n d i c a t i o n s : For the rel ief of modera te to severe pa in . 
C o n t r a i n d i c a t i o n : T a l w i n shou ld not be admin is te red to pat ients w h o 
are hypersens i t i ve to it. 
W a r n i n g s : Drug Dependence. There have been instances of psycho-
logical and physical dependence on parenteral Talwin in patients with 
a history of drug abuse and, rarely, in patients without such a history. 
Abrupt discontinuance following the extended use of parenteraf Talwin 
has resulted in withdrawal symptoms. There have been a few reports 
of dependence and of withdrawal symptoms with orally administered 
Talwin. Patients with a history of drug dependence should be under 
close supervision while receiving Talwin orally. 
In prescribing Talwin tor chronic use, the physician should take pre-
cautions to avoid increases in dose by the patient and to prevent the 
use of the drug in anticipation of pain rather than tor the relief of pain. 
Head Injury and Increased Intracranial Pressure. The resp i ra tory de-
pressant e f fec ts of Ta lw in and its potent ia l fo r e levat ing ce reb rosp ina l 
f l u id pressure may be marked ly exaggera ted in the presence of head 
in jury , o ther in t rac ran ia l les ions, or a p reex is t ing increase in in t rac ra -
nial p ressure . Fur the rmore , T a l w i n can p r o d u c e e f fec ts w h i c h may 
o b s c u r e the c l in ica l cou rse of pat ients wi th head in jur ies . In such pa-
t ien ts , T a l w i n mus t be used w i th ex t reme cau t ion and on ly if i ts use is 
d e e m e d essent ia l . 
Usage in Pregnancy. Safe use of Ta lw in d u r i n g p regnancy (other than 
labor) has not been es tab l i shed . An ima l rep roduc t i on s tud ies have not 
demons t ra ted te ra togen ic or e m b r y o t o x i c e f fects . However , Ta lw in 
s h o u l d be admin is te red to p regnant pat ients (o ther than labor) on ly 
w h e n , in the j u d g m e n t of the phys ic ian , the potent ia l benef i ts ou twe igh 
the poss ib le hazards. Pat ients rece iv ing Ta lw in d u r i n g labor have ex-
p e r i e n c e d no adverse ef fects o the r than those that o c c u r wi th c o m -
m o n l y used ana lges ics . Ta lw in shou ld be used w i th cau t ion in w o m e n 
de l i ve r ing p remature in fants . 
A c u f e CNS Mlanitestations. Pat ients rece iv ing therapeu t i c doses of 
Ta lw in have e x p e r i e n c e d , in rare ins tances, ha l luc ina t ions (usual ly 
v isua l ) , d i so r ien ta t ion , and con fus ion w h i c h have c leared spon taneous ly 
w i th in a per iod of hours . The m e c h a n i s m of th is react ion is not k n o w n . 
Such pat ien ts shou ld be very c lose ly observed and vi tal s igns c h e c k e d . 
If the d rug is re ins t i tu ted it shou ld be done w i th cau t ion s ince the 
acu te CNS man i fes ta t ions may recur . 
Usage in Children. Because c l in i ca l expe r ience in ch i l d ren under 12 
years of age is l im i ted , admin is t ra t ion of Ta lw in in th is age g r o u p is not 
r e c o m m e n d e d . 
Ambulatory Patients. S ince seda t ion , d izz iness, and occas iona l e u -
p h o r i a have been no ted , ambu la to ry pat ients shou ld be warned not to 
opera te mach ine ry , dr ive cars , or unnecessar i l y expose themse lves to 
hazards . 
P r e c a u t i o n s : Certain Respiratory Conditions. A l t h o u g h resp i ra tory de -
press ion has rarely been repor ted after ora l admin is t ra t i on of Ta lw in , 
the d rug shou ld be admin i s te red wi th cau t ion to pat ients w i th resp i ra -
to ry dep ress ion f r o m any cause, severe b ronch ia l as thma and o ther 
obs t ruc t i ve resp i ra tory cond i t i ons , or cyanos is . 
Impaired Renal or Hepatic Function. Decreased m e t a b o l i s m of the 
d r u g by the l iver in ex tens ive l iver d isease may pred ispose to a c c e n t u a -
t ion of s ide ef fects . A l t h o u g h labora to ry tests have not ind ica ted that 
T a l w i n causes or increases renal or hepat ic impa i rment , the d r u g 
shou ld be admin is te red w i th caut ion to pat ients w i th such impa i rmen t . 
Myocardial Infarction. As w i th all d rugs , Ta lw in shou ld be used w i th 
cau t ion in pa t ien ts w i th myoca rd ia l in fa rc t ion w h o have nausea or 
v o m i t i n g . 
Biliary Surgery. Unt i l fu r ther expe r ience is ga ined w i th the ef fec ts of 
T a l w i n on the sph inc te r of O d d i , the d rug shou ld be used w i th cau t ion 
in pat ients abou t to u n d e r g o surgery of the b i l iary t rac t . 
Patients Receiving Narcotics. Ta lw in is a mi ld narco t ic antagonis t . 
Some pat ients prev ious ly g iven na rco t i cs , i nc lud ing methadone for the 
da i ly t rea tment of narco t i c d e p e n d e n c e , have expe r ienced mi ld w i th -
d rawa l s y m p t o m s after rece iv ing T a l w i n . 
CNS Effect. Caut ion shou ld be used w h e n Ta lw in is admin is te red to 
pat ients p rone to se izures ; se izures have o c c u r r e d in a few such 
pat ients in assoc ia t ion w i th the use of T a l w i n a l though no cause and 
ef fect re la t ionsh ip has been es tab l i shed . 
Adve rse Reac t ions : Reac t ions repor ted af ter oral admin is t ra t ion of 
Ta lw in inc lude gastrointestinal: nausea, v o m i t i n g ; in f requent ly cons t i -
pa t ion ; and rarely abdomina l d is t ress, anorex ia , d ia r rhea . CNS effects: 
dizz iness, l i gh theadedness , seda t ion , euphor ia , headache ; in f requent ly 
weakness , d i s tu rbed d reams, i nsomn ia , s y n c o p e , v isual b lu r r ing and 
focus ing d i f f i cu l ty , ha l luc ina t ions (see Acute CNS Manifestations under 
W A R N I N G S ) ; and rare ly t remor , i r r i tab i l i ty , exc i tement , t inn i tus . Auto-
nomic: swea t ing ; in f requent ly f l u s h i n g ; and rarely ch i l l s . Allergic: i n -
f requent l y rash ; and rare ly u r t i ca r ia , e d e m a of the face. Cardiovascular: 
i n f requent ly dec rease in b lood pressure, t a c h y c a r d i a . Other: rarely 
resp i ra tory dep ress ion , ur inary re ten t ion . 
Dosage and A d m i n i s t r a t i o n : Adults. T h e usual in i t ia l adu l t dose is 1 tab-
let (50 mg.) every th ree or four hours . Th is m a y b e inc reased to 2 tab le ts 
(100 mg.) w h e n needed . Tota l da i ly dosage s h o u l d not exceed 600 m g . 
W h e n an t i i n f lammatory or an t ipyre t ic ef fects are des i red in add i t i on to 
ana lges ia , asp i r in can be admin is te red c o n c o m i t a n t l y w i th T a l w i n . 
Children Under 12 Years of Age. S ince c l in i ca l expe r ience in ch i l d ren 
unde r 12 years of age is l im i ted , admin is t ra t ion of T a l w i n in th is age 
g r o u p is not r e c o m m e n d e d . 
Duration of Therapy. Pat ients w i th c h r o n i c pain w h o have rece ived 
T a l w i n ora l ly fo r p r o l o n g e d per iods have not expe r ienced w i thd rawa l 
s y m p t o m s even when admin is t ra t ion was abrup t ly d i scon t i nued (see 
W A R N I N G S ) . No to le rance to the ana lges ic ef fect has been o b s e r v e d . 
Labora to ry tests of b lood and ur ine and of l iver and k idney f u n c t i o n 
have revealed no s ign i f i can t abnorma l i t i es af ter p r o l o n g e d admin is t ra -
t ion of T a l w i n . 
O v e r d o s a g e : Manifestations. C l in ica l expe r ience w i th Ta lw in overdos -
age has been insu f f i c ien t to def ine the s igns of th is c o n d i t i o n . 
Treatment. Oxygen , in t ravenous f lu ids , vasopressors , and o ther suppor -
t ive measures s h o u l d be e m p l o y e d as ind i ca ted . Ass is ted or con t ro l l ed 
vent i la t ion shou ld a lso be c o n s i d e r e d . A l t h o u g h na lo rph ine and leva l -
lo rphan are not e f fect ive an t ido tes for resp i ra tory dep ress ion due to 
overdosage or unusua l sens i t iv i ty to T a l w i n , parentera l na loxone 
(Narcan®, ava i lab le t h r o u g h Endo Labora tor ies) is a spec i f i c and 
ef fect ive an tagon is t . 
Ta lw in is not sub jec t to na rco t i c con t ro l s . 
H o w S u p p l i e d : Tab le ts , peach co lo r , s c o r e d . Each tab le t con ta ins 
Ta lw in (brand of pen tazoc ine) as h y d r o c h l o r i d e equ iva lent to 50 m g . 
base. Bot t les of 100. 
SOmg-Tablets 
Talwin* 
brand of . • 
p e n t a z o c i n e (as h y d r o c h l o r i d e ) 
in moderate to severe pain 
[ H ^ g T ^ / Z ^ W i n t h r o p Labora to r ies , New York , N.Y. 10016 ( I 6 0 7 M ) 
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des ign by J e r o m e Schuerge r 
KALEIDOSCOPE 
. . . t h e e v e r - c h a n g i n g s c e n e 
Jam-packed room, the air filled with tension, and the Board of 
Trustees of Boston's Department of Health and Hospitals awards 
professional responsibility for the entire department to BUSM. 
Seated, foreground left, is Frank S. Guiney, executive director of the 
department, and, right, David S. Nelson, chairman of trustees. (Bos-
ton Herald-American photo) 
BUSM Gains Major Role at BCH; 
Some Services May Be Moved to UH 
In a momentous move, the School of 
M e d i c i n e has been g r a n t e d so le 
p ro f e s s iona l r e s p o n s i b i l i t y for the 
medical staffing of Boston City Hospital. 
The historic decision to end shared 
affiliations with Boston's three medical 
s choo l s by the 1 0 9 - y e a r - o l d t a x -
supported institution came at a dramatic 
meeting of the Department of Health 
and Hospital's Board of Trustees. 
Although the total impact of the 
decision remains to be determined in 
upcoming weeks and months — indeed, 
some effects may be years in coming — 
these thrusts already are apparent: 
• With Boston University as medical 
leader at BCH. currently triplicated 
services in medicine and surgery will be 
e l i m i n a t e d . T h u s , t he v e n e r a b l e 
"Harvard services." "Tufts services" 
and " B U services" will be replaced by 
single medical and surgical services 
operated by BUSM. 
• Research costs may be carefully 
segregated from clinical expenditures, i f 
a Medical Center recommendation is 
accepted. The city would no longer di-
rectly or indirectly subsidize research 
activities through provision of rent- and 
maintenance-free space. Research could 
continue and would be encouraged, but 
only i f fully supported by outside sources. 
• Sophisticated health-care services 
currently available at BCH may be made 
available to BCH patients by sister 
services at University Hospital. Most of 
these services are provided now by the 
same individuals on both sides of East 
Concord street. Included are such 
services as renal transplantation, cardiac 
catheterization, cardiac surgery and 
radiotherapy. In addition, according to a 
BUMC recommendation, ophthalmology 
w o u l d be c o n s o l i d a t e d w i t h t h e 
outstanding U H service and psychiatry 
w i t h t h e B U - C o m m o n w e a l t h o f 
Massachuset ts C o m m u n i t y M e n t a l 
Health and Retardation Center at 
BUMC. 
N e w r o l e . As a result of the decision, 
the future BCH is to be a strong 
community hospital . providing 
ambulatory and back-up inpatient care 
for residents of surrounding 
neighborhoods. In addition. BCH will 
also maintain its major emergency 
facility and heavily used outpatient 
clinic for all Bostonians. 
Previous votes by BCH trustees 
meshed with this view of the hospital's 
new role. Acute-care beds will be cut 
from the current 830 to 500. (The 
average current census is about 625.) 
Also, there will be 70 fewer house officers 
beginning July 1. 
A l t h o u g h d i rec t a f f i l i a t i o n s w i t h 
Harvard and Tufts Medical Schools have 
been ended. BCH trustees and Medical 
Center and University officials have 
urged the continued involvement in 
patient care by the other two schools. 
David S. Nelson, chairman of the BCH 
trustees, stated. " I cannot believe there 
has been any decision at Boston City 
Hospital with more impact; there has 
never been a more important vote." 
Along with BCH. the School of 
Medicine acquires total responsibility 
for medical staffing of the entire 
Department of Health and Hospitals of 
the City of Boston. Other current 
facilities operated by the department 
include the Long Island and Mattapan 
Chronic-Disease Hospitals. Certain city 
officials have strongly considered the 
consolidation of the Long Island unit 
with the Mattapan and BCH facilities. 
R e a s o n s . The decision to grant BUSM 
the responsibility for medical staffing of 
BCH was made for several reasons, 
according to Nelson. 
"Although all three medical schools 
have outstanding staff members [at 
BCH]." he said. "Boston University 
School of Medicine is already 
responsible for the largest number of 
patient-care areas at BCH and the 
majority of outpatient services. BU also 
provides a substantial portion of the 
medical staff at BCH." 
BUSM now staffs one of the three 
medical and surgical services at the 
hospital, as well as pediatrics, obstetrics 
and gyneca logy . t h o r a c i c surgery , 
urology, ophtha lmology , pathology, 
radiology and other back-up services and 
laboratories. 
University Pres. John R. Silber said 
that "the University is privileged to 
accept the invitation of the trustees of 
BCH to assume the leadership of its 
4 
professional services. For many years," 
he continued, "Boston University has 
worked closely with Harvard and Tufts 
at Boston City Hospital. We have every 
confidence that this tradition of 
cooperation and collaboration in the 
maintenance of quality medical care can 
be continued in the future." 
After the vote. Dr. Ephraim Friedman, 
dean of the School of Medicine, ex-
pressed gratitude for the confidence 
placed in BUSM by the BCH trustees. 
"We are cognizant of the responsi-
bility of maintaining the high standards 
of patient care, research and training 
for which [BCH] has become famous." 
he said. "We intend to cooperate with 
[the hospital's] administration in at-
tempting to accomplish these goals 
with a minimum of disruption to the 
many loyal hospital staff members and 
employees." 
Dean Friedman noted that accom-
plishing these goals under the severe 
fiscal constraints imposed by BCH 
would require the cooperation of Uni-
versity Hospital. He said that Medical 
Center Director Lewis H. Rohrbaugh 
had "obtained from the trustees of 
Boston University Medical Center and 
University Hospital their endorsement 
of the earliest possible exploration of 
those cooperative ventures which will be 
in the best interests of the patients 
served at both hospitals." 
H e c t i c p e r i o d . The Medical Center 
proposal leading to the BCH vote 
was composed over a hectic two-week 
period by a task force of School and 
Medical Center administrators and 
U H and BCH service chiefs. The group 
was headed by Dr. Norman G. Levin-
sky, chairman of the Division of Medi-
cine at UH and BUSM and former 
director of the BU Medical Services at 
Boston City Hospital. 
I f a school other than BUSM had 
gained prime professional responsibility 
for the operation of BCH. major 
changes would have had to be made 
in the clinical programs of the School 
of Medicine. Indeed, one of the essen-
tial points in the proposal was that 
"enlightened self-interest would require 
BUSM to devote full energy to solu-
tion of BCH's problems." 
On the day of the vote interest was 
exceptionally high among BUSM stu-
dents, faculty and staff. In general, 
those students in their clinical years 
and second-year students planning to 
take clerkships at BCH were especially 




Of Medical School 
The symbol of the Centennial, created by 
University designer Jerome Schuerger. 
"Responsive medical education for a 
second century" has been selected as the 
t h e m e f o r t h i s y e a r ' s C e n t e n n i a l 
celebration of the School of Medicine. 
Dr. Murray M . Freed '52 has been 
designated Centennial chairman by Dr. 
Ephraim Friedman, dean of the School, 
and Dr. Lewis H. Rohrbaugh. director of 
the Medical Center. 
Dr. Freed is chief of physical medicine 
and rehabilitation at University Hospital 
and Boston City Hospital and chairman 
of his specialty at the School of 
Medicine. He was recently cited by Gov. 
Francis W. Sargent as the Massachusetts 
Physician of the Year for the second 
straight year on behalf of the 
Massachusetts Commission to Employ 
the Handicapped. 
Other members of the Centennial 
Committee include Dr. Fritz Yonkman 
'39; Dr. Thomas F. Boyd '48. president 
of the School's Alumni Association; 
Irene Christopher, BUMC librarian; 
Robert S. Fox. executive secretary of the 
Alumni Association; Dr. Russell M . 
Jaffee "72; and Milton Kosen. University 
fund raiser. 
Also serving are Constance 
MacDonald. administrative assistant to 
Dean Friedman; Dr. Theodore A. Potter 
'38; Dr. James W. Rosenberg '68; Dr. 
John F. O'Connor '57; Dr. Francis J. 
Staro '70; and Lawrence M . Strum. 
BUMC deputy director for communi-
cations. 
Student members include Dr. Phyllis 
Kornguth, Arnold Openheim and Dr. 
Joseph Rogan. 
R e s p o n s e . Several major events are 
planned during the year to honor alumni 
who have made significant contributions 
to their school and the practice of 
medicine. The celebration will begin 
with Alumni Weekend. May 11 and 12. 
Special attention will be focused on 
the accountability of the school and how 
it is responding to its various publics. 
Boston University School of Medicine 
was the first in the world to admit 
women as students on an equal basis 
with men. There were several women in 
the first class that opened in 1873. 
It was also the first medical school to 
admit blacks along with many other 
minorities. During the late 1800's its 
faculty members included both blacks 
and whites, male and female physi-
cians. 
Early graduates included Dr. Asa 
Smith '76. a member of the first class, a 
Civil War hero and respected Boston 
physician, and Dr. Solomon Carter 
Fuller '97. America's first black 
psychiatrist, who was internationally 
known and has been honored — mostly 
posthumously — by psychiatric societies. 
B e s i d e s i t s u n i q u e r e c o r d i n 
nonsectarian enrollment, the School of 
Medicine has had an equally 
u n p a r a l l e l e d h i s to ry for innova t ive 
curriculum. 
When it merged with the fiscally 
failing New England Female Medical 
College after the Civil War there were 
many medical schools whose curricula 
ran just one year. 
Boston University was the first to 
require a three-year medical course when 
it opened in 1873 and the first to 
implement a four-year cur r icu lum 
(1878). Several decades were to pass 
before this became the nationally 
accepted norm. 
In 1908. five years before it was 
praised in the famous Flexner Report on 
Medical Education, it inaugurated a six-
year course, requiring two years in 
liberal arts followed by four at the 
medical school. This move was ahead 
of its time and did not prove successful, 
but the six-year program was revived in 
1962 to meet the shortage of physicians 
and has been an unqualified success. 
Many schools are now considering such 
a curriculum or have already begun. 
M e a n w h i l e . B o s t o n U n i v e r s i t y 
annually has about 40 places set aside 
for these exceptional students. 
B o s t o n U n i v e r s i t y has no age 
limitations for prospective students. 
(Coiitimted on pg. 37) 
4 4 ATIENTS often fall in the craeks 
r - ^ between the various health disci-
plines. When that happens, there's 
something very wrong with what we're doing." 
The person talking is dean of one of the 
five health- and welfare-related sehools and 
colleges of Boston University, hut he or she 
might just as well be any of the five deans. 
In interviews within the past few months, 
each of the deans of the Sehools of Medicine, 
Graduate Dentistry, Nursing and Soeial Work 
and of Sargent College of Allied Health 
Professions indicated the same finding: a 
major innovation in educating this nation's 
health professionals must be undertaken to 
fill in the cracks between the professions. 
What's needed now is planning. 
Planning in medicine — taken broadly — is 
the theme of this issue of Centerscope, which 
combines the traditional parts of the Medical 
Center's Annual Report (names, places, num-
bers) with the magazine's traditional multi-
pronged examination of a major issue in 
medicine. 
In the following articles various sorts of 
planning in medicine are discussed — 
regional medical and comprehensive health 
planning; regional planning within the 
profession of dentistry; and planning within 
the Medical Center's own affiliation network. 
And within the past year much energy 
within the University itself has been dedieated 
to studying the possibilities of interdisciplin-
ary health education. 
Dr. Irene Palmer, dean of the School of 
Nursing, put it this way: "Interdisciplinary 
health education would make it possible for 
all students whose concerns are the health 
of the human being to learn together — and in 
some way to share opportunities for learning." 
About a year and a half ago, in his role as 
University academic vice president concerned 
with health and welfare activities. Medical 
Center Director Lewis H. Rohrbaugh organized 
a Task Force on Health Affairs. Its memhers, 
drawn from all of the units of the University, 
took on several mandates, among them to ex-
plore the possibility of a core program for 
health professionals to permit greater flexibility 
between the disciplines and greater under-
standing and rapport among the disciplines. 
Under the chairmanship of Dr. Spencer 
N. Frankl, chairman and professor of pedo-
dontics at the School of Graduate Dentistry, 
the Task Force soon pinpointed the examina-
tion of possibilities for interdisciplinary edu-
cation as its major focus. 
Restructuring. By last September, a 
subcommittee of the Task Force, chaired by 
Dr. Sylvia Bruce, a professor of nursing, 
produced a working paper on what had come 
to he called, in the unfortunate jargon of 
academese, a "Health-Science Matrix" for 
Boston University. The report served 
primarily to spell out assumptions, establish 
guidelines and detail steps required to es-
tablish a University Center for Health-Science 
Education — in effect, a major restructuring 
that would yield a unified approach to the 
various health professions. 
Although, as will he explained later, the 
outlook for immediate action on the plan's 
grander goals is bleak, this past year's 
efforts in planning along these lines have 
produced genuinely beneficial effects. That's 
the conclusion of this reporter after meeting 
with each of the health-education leaders of 
the University. 
As Dr. Ephraim Friedman, dean of the 
School of Medicine, commented: "We are 
at a very fortunate position, here at Boston 
University, of having at the various schools 
and colleges a unanimity for some sort of 
cooperative educational programs, all in the 
spirit of being realistic in these economically 
threatening times." 
The need for rethinking health-professional 
education is obvious to each of the five deans. 
Dr. Bernard Kutner of Sargent College 
mentioned several specific instances where 
patients suffer the consequences of 
professionals' not understanding their roles — 
or their role differences. 
"A profound ignorance exists at the clinical 
level of the roles and boundaries of the health 
professions," Dean Kutner said. "Each 
profession — rightly, I think — has its own 
gradations of level, interest, skill and 
specialization. But then you find the 
physician who doesn't understand what an 
occupational therapist can or should do — or 
the occupational therapist, for that matter, 
who doesn't comprehend the scope of the 
physical therapist!" 
The problem boils down to this, according 
to the Sargent dean: "There is an overlap 
among the health professions. And there's 
a reluetanee among the professionals to admit 
to the overlap — they love to believe in the 
uniqueness of their own profession." 
So: who draws the bloods — doctor, nurse, 
technician? 
So: who counsels the patient: doctor, social 
worker, psychiatric nurse? 
And on and on. 
The craeks into which the patients are 
falling, it seems, are nothing more nor less 
than major miscomprehensions among the 
professions about their respective functions. 
Conflicts. "There's been little understanding 
hy each profession of what the other 
professions can do just as well. Thus," Dean 
Kutner added, "you run into inevitable 
conflicts at the clinical level — inevitable 
because of the training patterns each of the 
professions currently imposes." 
The deans were all asked how far back in 
the curriculum they need to go to begin 
sealing the cracks. With virtual unanimity, 
they saw the necessity for beginning at the 
very beginning — at the preclinical level. 
"Our predoctoral students are following the 
first year and a half of the medical curricu-
lum," Dean Henry M . Goldman of the School 
of Graduate Dentistry explained. And that in-
cludes courses in the behavioral sciences and 
biometrics, as well as in the more obvious 
biochemistry, physiology and the like. 
But the assumption cannot he drawn that 
every discipline can or should share in every 
(Continued on pg. 9) 
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QuoTOUNouoTE Rohrbaugh on 
J " Coordinating 
Health Education 
("Quote/Unquote" is an occasional feature in which people 
of the Medical Center talk about their professional concerns, 
hopes and goals. In this issue Dr. Lewis H. Rohrbaugh 
discusses the potential for coordinated programs of 
education and training at the jive Boston University schools 
and colleges most directly involved with the health and welfare 
of the individual — Medicine. Graduate Dentistry. Nursing. 
Social Work and Sargent College of Allied Health Professions. 
Dr. Rohrbaugh is director of the Medical Center, academic 
vice president of the University and executive vice president of 
University Hospital. —Editor) 
4 4 ACK in December of 1971 I appointed a Uni-
I J versity-wide Task Force on Health Affairs, 
with memhers drawn not only from the five 
schools directly related to health and welfare concerns, 
hut from all University units with indirect or even periph-
eral interests. 
As discussed in the introductory article to this issue of 
Centerscope. one of the goals the Task Force assumed 
was spade work for a marked strengthening of inter-
disciplinary education for the health professions. For 
some time I had been talking with the deans of Medi-
cine, Graduate Dentistry, Nursing, Social Work and 
Sargent College about a carefully planned coordination 
at Boston University of the education and training of all 
our health professionals. The deans often referred to the 
difficulties of communication among physician, dentist, 
nurse, social worker or other health professionals — 
difficulties that relate to a major lack of understanding 
about their respective roles and their respective ap-
proaches to patients and clients. 
Our concerns generally boiled down to questioning, 
"How far can we go?" — how far in terms of coordi-
nating existing educational and training programs, of 
devising innovations to help health professionals become 
better aware and more understanding of their peers in 
related professions. In short, where should we start? 
I think a surface analogy can he drawn between the 
lack of understanding among health professionals and 
that between the races. In each case the solution lies in 
starting the educational process as early as possible. 
With the health professions, students often become 
blinded to the other professions as a result of their edu-
cation and training in a particular profession. When 
these students are then thrown into a teamwork situa-
tion, the lack of understanding and rapport is totally 
frustrating. It's definitely difficult, hut you've got to start 
with them as early as possible; and, in terms of the health 
professions, that's when students enter the professional 
schools. 
Pool. The business of throwing students into a common 
educational pool has been tried at some institutions, and 
it hasn't worked — largely because the identity of the 
professional schools is disregarded. For instance, you 
would have a Health-Sciences Center with sequences 
leading to medicine or nursing, hut without specific 
schools of medicine or nursing. 
Here at Boston University, our schools have long 
heritages and traditions, and whatever the scope of our 
ultimate effort in this area, it is unlikely that we would 
ever establish a single college of health sciences that 
would supersede the existent health-science schools. 
But it's also clear that there has to he some central 
unit, or concept, that consciously coordinates the 
education and training of all our health students, with 
the aim of maximizing the intermingling of people 
and programs to produce professionals-who genuinely 
understand the parts to be played hy their peers. 
We would retain the anatomy, i f yon will, of the 
current schools, but put the students working together 
as soon as possible. The Working Paper produced 
under the aegis of the Task Force on Health Affairs is 
really a plan for a plan, and it aims to do just this. 
In addition to the major benefit of yielding pro-
fessionals who are better rounded in the total area of 
health, the coordinated approach would allow 
students generally interested in this whole area to 
enter without defining their ultimate choice of a career. 
In other cases students who think they know what they 
want would be able more easily to transfer to a 
sequence leading to a different profession, should their 
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initial choice prove wrong. 
What this approach does not require is any infusion 
of funds to support a massive bricks and mortar 
campaign. Granted, students in the health sciences 
at Boston University now study at two separate 
campuses, hut geography is really a minor incon-
venience, not a serious problem. Even now, busloads 
of students from Sargent College regularly travel across 
town to the Medical Center for certain courses, and 
certainly medical and dental students travel to rather 
distant places for clinical training — as do, for that 
matter, virtually all of the health students at the 
University. 
There is no denying that it would he grossly 
imprudent simply to take existing courses and say, 
presto, "Students, intermingle!" Students coming into 
the five schools and colleges have different hack-
grounds, educational experiences and needs. But the 
deans and I agree that important advances can he 
made fairly easily hy simply "advertising" the content 
of courses now available and opening up some of these 
to qualified students from the other schools. 
(Indeed, as many know, the predoctoral students at 
BUSGD spend almost their entire first year and a half 
in combined classes with students at BUSM.) 
Similarly, it should not take an inordinate amount 
of time or effort to develop clinical experiences in 
which students from all the schools participate. The 
Home Medical Service offers an initial base for all 
'''our students, and opportunities would exist for even 
wider collaboration with students from such schools 
as Law and Business Administration. 
Coordination of education and training in the health 
professions is a goal that we at Boston University can 
reach quite directly. We are one of the few institutions 
in the country that can make important strides without 
the need for massive reorganization and the establish-
ment of totally new areas of expertise. 
As I see it, the health leadership here has accepted 
the challenge, and I expect that important strides will 
he made before very long. J J 
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Other discipline's courses. Several deans 
expressed extreme caution in this regard. 
"We really can't go too far down the road 
and say that everybody preparing for a health 
profession needs the same educational 
foundation," Dean Palmer warned. "Thus, 
the human-physiology course needed by 
nurses and physical therapists may not be 
the same needed by social workers or speech 
therapists," she added. 
Dean Joseph F. Meisels of the School of 
Social Work concurred: "The 'trouble' with the 
field of social work is that you can make 
a case for almost anything being useful. But 
we must take the long, hard look — is it 
really that useful?" 
The nursing and social-work deans both 
specified areas where sharing can be 
advantageous, however. Each mentioned 
proposed interdisciplinary courses in the 
social and behavioral sciences as possibilities 
where students from all five schools might 
reasonably learn together. 
Students would benefit more than from the 
formal content in any such courses: a major 
impact would result from their learning from 
each other. 
"Interdigitation" is the term eminently 
preferred by Dean Friedman to describe a 
working model of how educational sharing 
might operate, at least at the beginning. 
"Philosophically," he said, "rather than 
talking about things that are difficult 
economically (like new buildings) or that are 
complicated by connotation (like core 
curriculum), it's more practical and desirable 
as an experimental model to think in terms 
of a group of schools that tie together at 
appropriate places and times in their 
curricula." 
Possibilities for major programming on the 
clinical level are abundant — and, to some 
deans, clinical interdisciplinary training 
presents fewer problems in organization. 
The Home Medical Service, that century-old 
vanguard program of the School of Medicine 
and University Hospital, already has been the 
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scene for some sharing of experiences among 
the professions. At various times nursing, 
social-work and dental students have all been 
assigned to work with their medical peers 
on Home Medical. Only fairly recently, 
however, has there been a well-considered 
plan to use the Home Medical Service as a 
major educational experience to foster an 
understanding of the roles and boundaries of 
the health professions. 
"The Home Medical Service is the kind 
of clinical activity than can and should be 
expanded along interdisciplinary lines," 
Dean Goldman noted. 
Ages. A few of the deans wondered about 
potential problems created by age differences 
among the students at the five schools and 
colleges. For instance. Nursing and Sargent 
admit undergraduate students directly from 
high school. But these deans also feel that this 
may be less of a problem than would appear on 
the surface. 
Students in the Six-Year Medical Program, 
after all, are only three years out of high 
school during their first year at the School of 
Medicine; nursing students begin their 
intensive clinical training during this same 
year, after two years of primarily liberal-arts 
education. 
" I have a feeling," Dean Palmer said, 
"that the third-year nursing student may at 
first be able to bring more even to the third-
year medical student than vice-versa; but the 
fourth-year med student will perhaps be a bit 
more assertive than his fourth-year nursing 
counterpart." 
A few institutions across the country have 
been thinking in terms of similar inter-
disciplinary health-education efforts, and some 
have already acted in these directions — the 
State University of New York at both Stony 
Brook and Buffalo, Michigan State University, 
the University of Kentucky and the University 
of the Pacific. 
At one time not very long ago, but certainly 
before vibrations began emanating from 
Washington about Pres. Nixon's spending 
intentions in health and social-welfare 
programs, it was considered a good possibility 
that the University might receive a federal 
grant for the detailed planning and early 
implementation of a Health-Science Matrix. 
Although federal funding for the task is 
now probably nonexistent, and given the 
difficulty of predicting the response of private 
sources to this kind of support request, it is 
nevertheless instructive to record some of the 
Task Force's justification for a Health-Science 
Matrix: 
Interdisciplinary health education has received 
limited attention. It has the potential, however, 
of providing significantly better health care. 
Signs of growing interprofessional competition 
and stresses are evident in a number of 
educational settings across the country. Yet 
interdisciplinary social communication could 
reduce such . . . competition and facilitate better 
health care . . . . 
The major demand hy persons in all segments 
of our society is for health providers to make 
services more accessible, more humanistic, more 
personal, and more economical. Equally forceful 
is the demand for assurance that the full force 
of knowledge and capability of each of the health 
providers will he brought to hear on the needs 
of the consumer to resolve his problems of a 
health-illness nature. 
Fulfillment of these demands requires an 
organizational structure where interdependent 
and collegial relationships may he fostered; where 
clarity of perspectives about the roles and 
philosophy of health workers and their respective 
contributions to the effort can he enhanced; 
and where an instructional system can he 
developed through which health providers can he 
provided in sufficient numbers. 
. . . The University has an opportunity to 
provide a quality of soeial responsiveness 
which would capitalize its capabilities and 
maximize its contributions toward a resolution 
of the dismal panorama of disunity in the health 
schema. . . . 
The University has thus been given a grand 
goal of changing the educational environment 
for the health professions. Those whose com-
mon mission is the improvment, restoration 
and maintenance of man's health would share 
in their educational base and their clinical 
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The Deans 
Friedman Meisels Palmer Kutner Goldman 
training. There may be little or no money to 
start big, bnt the deans of the five schools are 
determined to make a beginning — and soon. 
"It's jnst so mnch easier to sit back and do 
yonr own thing," Dean Friedman noted. 
"Bnt i f we at Boston University don't make 
some attempts — however cautionary — 
along these lines, we're doing the wrong 
thing." 
Wrong things have been done in the name 
of regional medical planning and compre-
hensive health planning, according to Robert 
W. Murphy in this issue. Bnt there have also 
been certain achievements, he says. Murphy 
is executive director of what is thought to 
be a now-doomed organization, Tri-State 
Regional Medical Program (RMP). Tri-State 
and the entire RMP structure nationwide have 
been wholly eliminated in the President's 
proposed budget for the coming fiscal year. 
The Medical Center itself has received 
funding to operate two RMP projects. Dr. 
Robert G. Feldman, chairman of the Depart-
ment of Neurology, has directed a Regional 
Medical Program in stroke. Dr. Peter J. 
Mozden, chief of oncology at University 
Hospital, has directed a larger effort in 
cancer. Steven Portnoy, administrator of the 
BUMC Regional Cancer Program, describes 
it in this issue from the perspective of the 
problems and pitfalls — and the potential 
successes — inherent in any regional medical-
planning effort. 
The School of Graduate Dentistry sits 
in the midst of what Dr. Spencer N. Frankl, 
the aforementioned chairman of pedodontics, 
describes in this issue as a dismal regional dental-
health crisis. He identifies what steps BUSGD 
has taken to help meet the problems in man-
power and dental care. 
Finally, the Medical Center is proud of its 
affiliated institutions and the strides they 
are making in improving medical care 
throughout the region. This year's Annual 
Report sheds light on some of the specific 
programs subsumed under the moniker 
"affiliation," and John S. Gracey, Medical 
Center deputy director for administration, 
writes of possible future directions for the 
affiliation program. • 
Donald R. Giller 
Pitfalls Face the 
Regional Planner 
by Robert W. Murpby 
IMr. Murphy's message regarding I he promise and pitfalls of 
regional medical planning holds true despite the projected 
demise, under Pres. Nixon's proposed budget, of the formal 
Regional Medical Program. —Editor) 
f T P I HIS great nation has been wrestling with a most 
I diftlcult question for too many, long years — and 
the recent cease-fire agreement in Vietman has 
produced no definitive answers. The question is, "Does 
active military involvement at any level with a govern-
ment in a foreign land work for United States?" The 
country has seen itself attempting to make such involve-
ment work through various inputs, from military ad-
visors to massive bombing. 
When faced with the question, "Does regional 
medical planning work?", one mirrors a dilemma 
similar to that which the nation has faced in Southeast 
Asia. 
In both cases, the dilemma is one of a misunder-
standing of goals, of a lack of criteria, of an inability 
to face reality. 
The original goals of involvement in Vietnam 
undoubtedly were to assure the institution of a 
philosophy that would ostensibly improve the lot of 
the citizens of Vietnam, while simultaneously preventing 
the spread of Communism. 
The original goals of regional medical planning were 
to ensure the spread to communities throughout the 
country of what was assumed to he the correct way to 
manage and treat individuals with categorical illness, 
while simultaneously preventing the continuation of a 
system of care that had been impeding efforts to 
improve the health status of victims of heart disease, 
cancer or stroke. 
From this rather narrow base of regional medical 
planning evolved a broader concern for ensuring, 
through legislation, that plans would evolve to 
guarantee that anyone with any form of illness would 
have the opportunity to receive minimal, i f not optimal, 
care for all ills. This is the philosophy of comprehensive 
health planning. 
The Vietnam war, regional medical planning and 
comprehensive health planning thus have had much 
in common. As a result of a great misunderstanding of 
their goals, it has been impossible to develop generally 
acceptable criteria to measure their activities against 
their accomplishments. 
Also, because goals have been misunderstood and 
criteria have been lacking, any individual, group or 
institution wishing to make a statement on the 
workability of the war or of regional or comprehensive 
health planning has been credited as an expert — or 
as a nonexpert — without prejudice. 
After all, who was to say who was right when it was 
so difficult to say who was wrong? 
Some details. With this analogy carried about as far 
as it will go, let's gather some basic understanding 
about this country's experience in regional medical 
and comprehensive health planning. 
In the mid-1960's, the 89th Congress enacted many 
pieces of legislation as parts of Lyndon Baines 
Johnson's Great Society. Two such programs are the 
ones we are dealing with here — Public Law 89-239, 
the Regional Medical Program (concerned with heart 
disease, cancer and stroke) or RMP, and Public Law 
89-749, the Comprehensive Health-Planning Program, 
CHP. 
Since their birth these two efforts have caused to he 
raised the question, "Can regional medical planning 
(taken in the broadest sense) work?", and the answer 
to that question is a qualified "Yes" — qualified 
because, indeed, that is really the wrong question to 
pose. The question that should he raised is, "Can 
regional medical planning work effectively and 
efficiently towards a goal of improving health services 
for the citizens of this country, as evaluated hy publicly 
acceptable criteria?" (It's a longer question, admittedly, 
hut the right one.) 
The problem with comprehensive health planning 
working effectively and efficiently lies in the very 
structure of its enabling legislation. State CHP agencies 
(the so-called A agency in each state) are charged to 
create state-wide plans to serve as a framework for local 
planning to meet the health needs of the citizens of the 
states. The spectrum of problems, needs and desires 
that fall under the law is so great (including physical 
care, mental health, health delivery and education), 
that it is virtually impossible in most states to hire 
at existing funding levels the personnel necessary to 
accomplish the job. Furthermore, pre-existing operating 
agencies, such as public-health and mental-health 
departments, already hear responsibility for planning 
and operating a variety of programs at the state and 
local level. The imposition of a state comprehensive 
health-planning agency, while theoretically sound, is 
generally hampered in functioning effectively (if at all) 
unless state governments reorganize to fit the mold of 
federal legislation. 
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Blows and clout. Next, the CHP agency on the local 
level (the so-called B agency) is also hamstrung by the 
constraints of its legislative mandate — to develop 
plans for any and all programs via an organization that 
must he 51 per cent consumer-controlled and that must 
raise at least 50 per cent of its funding locally. The 
result is a vast majority of B agencies spending 80 per 
cent or more of their time strictly on organizational 
survival, not on planning of comprehensive health 
services. 
Another major blow to an efficient, effective planning 
agency at the local level comes from the fascination that 
has evolved in the B-agencies' desire for "clout." 
"Clout" refers to some form of final authority over 
decision-making in health-service programs. Clout 
may he used to prevent funding or to prevent an added 
institutional service or to prevent any of a number of 
other actions without B-ageney approval. Clout is 
supposedly gained hy requiring a lengthy "review and 
comment" procedure prior to granting of approval. In 
reality, however, the B agencies are so busy reviewing 
and commenting when they are not spending their time 
strictly at organizational survival that they have lost 
much local support rather than gained clout. Al l of 
their review and comment does not change the fact that 
B agencies are stuck in the middle, between institutions 
asking for something and other agencies that give or 
deny the ultimate approval. 
Finally, B agencies have found themselves in the 
extremely uncomfortable position of having to seek 
funds for their own financial well-being from the very 
institutions they are supposed, in part, to he monitoring. 
This hardly results in the accrual of much clout. 
Legislated problems. In the case of RMP, the 
strictures imposed by law on the organization of a 
Regional Medical Program and on the implementation 
of its projects have combined to lessen the likelihood of 
either effectiveness or of efficiency. While an RMP has 
the advantage of not having to seek additional local 
dollars to assure support, it requires an advisory 
structure that tends to he cumbersome and to earmark 
funds for programs not in the original legislation. 
Some have commented that the CHP and RMP 
might well have been designed hy a Marquis de Sade. 
Those who have worked in these programs tend to 
agree. 
The original RMP legislation resulted from the efforts 
of a federal commission chaired by Dr. Michael 
DeBakey. The DeBakey Commission formulated the 
concept of improving the health care of victims of heart 
disease, cancer or stroke through the specific 
mechanism of spreading knowledge of optimal care 
from medical centers to the rest of the country. Further, 
an assumption was made that there already existed peer 
agreement on the optimal treatment methods for these 
ENCIE 
categorical illnesses; only mechanisms of improving 
communication required development. 
Before becoming too critical, it should he noted that 
where peer agreement has, indeed, been shown to exist. 
Regional Medical Programs have made effective invest-
ments. An example of this has been the development of 
coronary-care nurse-training programs throughout 
the nation, primarily via RMP's. (It should also be 
noted, however, that some have recently questioned the 
validity of this judgment — in terms of the effectiveness 
of both coronary-care units and the training for 
eoronary-care nurses.) 
Taking into account all of the structure-related 
problems, one nevertheless hears specific claims of 
success. "Consumer input into the local planning 
process has improved as a result of CHP," goes one; 
another more specific one might he, "the New England-
wide kidney program (an RMP) has served to increase 
the number of appropriate organ transplants." In 
virtually all these cases, there are problems of goal 
definition and acceptance of evaluative criteria — and 
finally of control of the working environment. 
Whether established by the federal government, 
state government, an agency, the citizenry or any 
combination thereof, goals in regional medical planning 
must he publicly stated. They must he acceptable and 
understood clearly hy both the deliverers and the 
receivers of care. And most important, the goals must 
he acutely understood hy the agents responsible for 
seeking to attain them. 
Next, criteria for evaluation must he established, and 
these must also he publicly stated and generally 
accepted hy the three parties directly involved — pro-
vider, consumer and program agent. 
Complex environment. But having perfected goals 
and criteria, the regional medical planner plotting 
approaches to improved service must realize the 
environment in which his or her efforts proceed. 
The environment in which regional planning is to he 
carried out is exceedingly complex. First and foremost, 
we are a nation that believes in pluralism: there is 
pluralism in our health system. While planning 
examines the various alternatives to solving a problem, 
it must ultimately recommend a single answer. There 
are few problems in our health-care system today for 
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which deliverers of service will accept a single solution. 
Indeed, where a single solution is acceptahle, regional 
planning can he and has heen effective. Examples of 
such success are found in programs dealing with end-
stage kidney disease, development and implementation 
of emergency medical service systems and systems for 
neonatal care. 
A major determinant in the environment in which 
planning takes place is economics. The reimhursement 
mechanism is an important factor in delivery of services. 
Planning is often shaped not hy what is considered good 
care or desired service, hut rather what is reimhursahle. 
Problems in this area are endless. Citizens desirous of 
seeking primary care in neighborhood health centers 
with outreach workers and kinds of support services 
responding to their needs soon discover that the third-
party payment mechanism is not designed to cover such 
costs. The solution to date has heen to seek soft money 
(e.g., project grants from the federal government) to 
assure provision of such services. This soft money will 
soon be gone, and another factor affecting regional 
planning is added: to attempt to develop a system of 
care based on organizing services that are eligible for 
third-party payments. 
Further, in planning one asks individuals, institutions 
and agencies to give up parochial prerogatives to what 
the planning agency has determined is the common 
good. The "common good" is often a mystical 
combination of defined need, expressed wants and 
mandated actions. 
Finally, the planning environment combines a 
maldistribution of resources with a maldistribution of 
health needs — and the incentives within the environ-
ment to overcome these inappropriate distributions are 
limited. 
In short, "environment" is another word for reality. 
Assumption. All efforts for planning are based on an 
assumption. The assumption is there is a need to 
improve the delivery of health services to the citizens 
of this country and that planning can accomplish this 
task. 
Evidence does exist that this assumption is correct. For 
example, oncologists have said that i f the present knowl-
edge of appropriate treatment of the cancer patient were 
universally applied, one-third more victims of cancer 
could he cured than are today. 
Cost containment is today's bellwether. Costs 
resulting from duplication, lack of maximization of 
existing resources, and lack of a coordinated system of 
health care are real. The American College of 
Obstetrics and Gynecology has stated that optimal 
obstetrical care requires a minimum of 1,500 births per 
year per maternity unit. Yet in Massachusetts alone we 
can name many cities with two and three hospitals with 
their own obstetrical services, each having 400 to 800 
deliveries and not able to agree on who should have 
a single service. 
Access to health care in our rural areas, as well as in 
our inner cities, can be described as sporadic. The result 
at its best is episodic care. An element of care that 
regional planning should address itself to is quality 
assurance. There is a tendency to become enamoured 
with the problems of access availability and cost and to 
forget the all-important parameter of quality. The 
regional approach to care that creates meaningful 
linkages among medical schools, medical centers and 
community hospitals, that relates physicians in the 
community to those in the medical center in a 
meaningful way, that addresses the problems of upgrad-
ing care in all environments — this is the regional 
approach that has the greatest chance of being both 
effective and efficient. 
The Regional Medical Program and the 
Comprehensive Health-Planning Program were the 
first federal vehicles designed to accomplish the 
difficult task of regional medical planning — and 
certain achievements are undeniable. RMP, whose 
stereotype is that of the health professional, has 
brought more professionals, particularly physicians, 
into agency activities for regional planning than any 
other piece of federal legislation has accomplished. 
The skills and the interest are there. CHP, whose 
stereotype is that of the health consumer, has managed 
to involve significant numbers of people, particularly 
at the community level, in health-planning participa-
tion. 
For better or worse, these two vehicles are still in 
place. Whatever their organizational future, it is hoped 
that the disciples of regional medical planning have 
confidence in their developing craft, and will heed the 
words of Robert Frost: 
"But I have promises to keep, and miles to go before 
I sleep, and miles to go before I sleep."• 
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Cancer Program: 
A Case in Point 
by Steven Portnoy 
I T has heen widely felt that the present system of disease prevention and treatment in the United States is not satisfactorily meeting the health needs of the 
American puhlic. Attempting to respond to this increas-
ingly serious problem, advocates of change in the present 
health-eare system have identified "regional planning 
and programming" as a realistic approach to solving 
problems commonly experienced hy individuals, institu-
tions and agencies receiving and providing health care. 
A "regional" approach is considered to he both valu-
able and necessary for a host of reasons. Concern with 
health care has become a widespread personal and 
political problem involving not only those institutions 
established to provide that care hut also labor 
unions, employers providing employee health-insurance 
packages, student groups, government cost analysts, 
taxpayer councils, civil rights organizations and in-
numerable other puhlic and private consumer and pro-
vider groups. These varied interests argue that, in large 
part, health-care delivery is poor and providers are un-
responsive because of the lack of input afforded con-
sumers of that care. They contend that this leads to the 
phenomenon of "decision-making at a distance," where 
consumer needs are often not known or understood hy 
the decision makers. 
Hastily planned new resources for the provision of 
medical care by special-interest community groups, rapid 
development of new forms of provider institution (e.g.. 
Health Maintenance Organizations, group practice), 
increased specialization of diagnosis and treatment 
techniques, burgeoning costs of space, equipment and 
personnel to provide this specialized care, and hospitals 
with specialized delivery capacities experiencing a low 
patient census while hospitals not so equipped turn pa-
tients away for lack of space — these are all phenomena 
allegedly intertwined with lack of regional planning and 
programs. 
Generally, it is felt that health consumers and 
providers can best have input into health-care policy-
making and that optimal health services will he available 
to the maximum number of patients only i f health-care 
plans are made and programs are developed on a re-
gional basis. Thus, decisions would he made closer to 
home and implementation of those decisions would he 
planned in advance in view of the effects of those deci-
sions on all aspects of the health care system. Responsi-
bilities would he assigned to and accepted hy each 
"memher" of that system, and the limited delivery re-
sources could then he shared in accordance with puhlic 
need. 
Pilot effort. In response to such concerns, the Regional 
Cancer Program at the Medical Center has evolved — a 
project fulfilling a role as a limited pilot effort aimed at 
improved regional planning and health-care delivery, 
operating through a network of educational conferences 
linking more than a score of hospitals and health regula-
tory, funding and service agencies concerned with cancer 
management. 
The Regional Cancer Program began in 1969 as a 
result of a growing concern at the Medical Center that 
much knowledge about cancer management was he-
coming available to professionals here without simul-
taneous dissemination of that knowledge to community 
hospitals. Available continuing-education programs for 
physicians were limited in number, and discoveries about 
cancer care were evolving much more rapidly than exist-
ing programs could handle. 
Thus, Dr. Peter Mozden, chief of University Hospi-
tal's oncology service, developed the idea for the Region-
al Cancer Program with the help of Dr. Albert Schilling, 
a close associate. They designed a program to provide 
continuing education in cancer care for physicians and 
nurses at seven hospitals in Boston and vicinity and at 
one hospital in New Hampshire. As is often the case in 
developing regional programs, the selection of health 
institutions to he involved was determined hy a number 
of varied factors, among which were hospital size, loca-
tion, yearly eaneer-patient census, professional capacity 
and population served. The eight selected hospitals were 
then approached via medical-staff contact, the interest of 
their respective administrators was aroused and the idea 
for a regional program in cancer evolved into a struc-
tured grant proposal to the Tri-State Regional Medical 
Program. With approval and financial support provided 
hy that quasi-governmental organization, the program 
was ready to go. 
The Regional Cancer Program has continued to de-
velop since that time and, beginning in January of 1972, 
its second three-year grant period commenced. The num-
ber of participating hospitals had increased from eight 
to 25 (20 in Massachusetts, one in Maine and four in 
New Hampshire). Those 25 hospitals include the Medical 
Center, a state cancer hospital, a specialized teaching 
hospital, a ehronie-disease hospital, a large municipal 
hospital, three federal hospitals and 17 community hos-
pitals. The Program's continuing-education effort en-
larged its scope to include social workers and hospital 
administrators, and, with the addition of those two 
groups, related puhlic and private health-service, regu-
latory and funding agencies and institutions have be-
come involved, as well. The four primary areas of pro-
fessional involvement are outlined below. 
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A. Involvement of physicians. Physicians partici-
pate in the program through "tumor conferences" that 
are held approximately once per month at the 25 mem-
her hospitals. These sessions allow interested medical-
staff memhers to participate in regular educational 
cancer-management conferences at their own hospitals. 
At each conference, Regional Cancer Program staff or 
consultant oncology "specialists" are on hand to con-
tribute new information and guidance whenever the need 
or opportunity arises. Often, these conferences include 
surgeons, internists, radiologists or radiotherapists, 
hematologists, pathologists and other specialists. Thus, 
each physician has an opportunity to share his or her 
thoughts on techniques of cancer diagnosis and treat-
ment with a cross-disciplinary group of peers. Patient 
ease studies are presented and the patient's attending 
physician is assisted in the handling of the case in point 
by receiving "suggestions" from the group as to the 
varied techniques of care that may he available accord-
ing to the knowledge and interests of all present. 
Saturday-morning conferences held at nine of the 25 
hospitals also bring together these physicians with larger 
numbers of Regional Cancer Program oncology con-
sultants, thus providing additional opportunity for the 
exchange of knowledge. 
The tumor conference lays the groundwork for in-
creased "health-team" decision-making, a process de-
signed to stimulate better care for cancer patients. Those 
sessions also provide opportunities for the Regional 
Cancer Program consulting oncologist to pass on his 
knowledge of the "latest" developments in cancer care. 
The limited availability of continuing-education courses 
in cancer management and the traditional reluctance of 
physicians to sacrifice large blocks of time from their 
busy schedules to attend whatever geographically distant 
sessions are available are two difficulties which are met 
and substantially alleviated hy Regional Cancer Program 
"on location" tumor conferences. 
In fact, such cross-disciplinary educational sessions 
should have widespread effect on processes of patient 
care at many or all Program hospitals well beyond the 
cancer patient. Hopefully (if it was not the case prior to 
the Regional Cancer Program), it will become habit for 
participating physicians to share their medical knowl-
edge and experience with each other when caring for all 
patients within these hospitals. In a world of rapidly 
occurring complex medical advances, ever-tightening 
utilization and peer-review mechanisms and growing 
public concern for improved health care, regular com-
munications among medical professionals is unquestion-
ably both necessary and desirable. 
B. involvement of nurses. Nurses at the 25 Program 
hospitals participate in the project primarily through the 
mode of cancer nursing conferences. The goal of these 
conferences is to identify good nursing practice in caring 
for cancer patients. The Regional Cancer Program nurse 
coordinator and the in-service education nurses from 
each hospital work hand in hand to realize this result. 
Like tumor conferences, these nursing sessions provide 
an opportunity for each hospital's nurses to participate 
in an educational cancer-management experience. Spe-
cific patient cases are discussed hy the hospitals' nurses, 
or cancer-related subjects are presented hy the attending 
Program nurse coordinator. Audiovisual equipment 
often aids in information presentation. I f a specific 
subject is presented hy a Program nurse to a hospital's 
nursing staff, it is always followed hy discussion. As in 
any other educational program, active involvement of 
all participants is of optimal importance. The adminis-
trators and nursing directors of the 25 hospitals have 
heen willing to release staff nurses from their usual re-
sponsibilities whenever possible to attend these con-
ferences. Attendance is far greater — and thus, the pro-
gram's potential effect far wider — than for courses 
geographically located at medical centers and nursing 
schools, as a result of the Program's presentation on 
location at each participating hospital. 
Frequently, these nursing discussions focus on the 
emotional impact of cancer on patients, their families 
and the attending medical staff. Nurses are provided an 
opportunity to openly discuss the personal difficulties 
that they experience when caring for cancer patients — 
difficulties resulting from the nurses' own fears of cancer 
and the pain and suffering symbolized hy that disease. 
It is hoped that this emotional release, when combined 
with education about recent advances in combating this 
dreaded disease, will create a new attitude towards can-
cer in nurses and help them to feel more competent and 
confident in treating cancer patients. 
Identification of good cancer nursing practice often 
leads nurses at the Program hospitals to focus on a 
difficult problem which they regularly confront when 
attempting to implement those techniques. Almost 
across the hoard, these nurses cite inadequate 
physician communication as a major obstacle to 
improved cancer care. The Regional Cancer Program 
encourages care of cancer patients hy a comprehensive 
health team. Just as cross-disciplinary physician input 
is vital in the decision-making process for development 
of patient-care plans, the role which must he played 
hy other memhers of the hospital's professional staff 
to provide good cancer care must he stressed. 
C. involvement of social services. The Regional 
Cancer Program social-service coordinator meets 
regularly with social-work directors and their staffs 
from the memher hospitals. As most of these 
hospitals have very small social-service staffs (often 
only one or two staff social workers, most sessions are 
a one-to-one exchange of information and experiences 
(Continued on pg. 33) 
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BOSTON University Medical Center numbers some 21 health-related 
institutions in its family of official 
affiliates. "Affiliates" in this context 
is a tricky word. According to "The 
American Heritage Dictionary of the 
English Language," the noun affiliate 
refers to a "person or organization 
associated with another in subordinate 
relationship," hut that penultimate 
word hardly describes the Medical 
Center's affiliations in current practice. 
True, the Medical Center does 
command certain resources not 
generally available to most affiliates — 
resources like personal talents and 
sophisticated equipment (hut not over-
flowing coffers). As described in the 
next article hy John Gracey, the 
motif ascrihahle to the Medical Center's 
affiliations programs is cooperation, 
rather than subordination. The 
descriptions that follow are meant to 
recreate scenes of such cooperative 
affiliation, to delineate specific examples 
of how^  today's affiliations really work. 
Comprehensive narratives on many of 
the affiliations have heen presented in 
previous issues of Centerscope, and 
more will certainly follow. 
Making the 
Network Work 
by John S. Gracey 
f I i H l S special section of Centerscope is devoted to 
I descriptions of the Medical Center's affiliations and 
the mutual benefits which have derived to both 
parties through these associations. Despite these bene-
fits, a thoughtful reflection on the current state of the 
affiliation program leads to a realization that they 
represent only a modest beginning towards achieve-
ment of cooperation and comprehensive health-care 
delivery and health-education efforts on a regional 
basis. 
We must build together intelligently on the 
foundation that the past has established. 
My purpose in this article is to develop a case for 
the inevitability of the further evolution of the present 
rather unstructured affiliation network into a rational 
and integrated partnership for health within which the 
individual institutional components coordinate their 
resources and programs in appropriate areas while 
retaining a large measure of local control. Creation of 
such a functional partnership would provide a realistic 
mechanism for the development of a regional, cost-
effective system of health-care service and education 
while avoiding the potentially stultifying effect and 
certain administrative complexity of a governmentally 
mandated system. 
In recent years, increasing public attention has been 
given to the rapid escalation in the costs of providing 
health services, as well as to the alleged failure of 
health-care institutions to provide the access and 
availability to satisfy an increasing demand for services 
from all members of society. Among the major reasons 
cited as contributing substantially to these 
inadequacies are the absence of effective regional 
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planning for the allocation of scarce health resources 
and the failure to establish meaningful linkages 
between the deliverers of health care and the academic 
centers which train health-care professionals, perform 
most medical research, and provide the most 
complicated and technologically advanced types of 
medical care. Indeed, the perceived inability to 
coordinate our activities in the past has led to the 
current popular identification of the health-care 
industry as a "nonsystem." While we might argue 
against such a sweeping indictment, the inescapable 
facts are that medical care and education in the 
United States are less coordinated than in any other 
industrialized society in the world and that serious 
reformation of prior parochial practices must be 
accomplished in the immediate future to accommodate 
rising public demand. 
The existing relationships between academic medical 
centers and their affiliating teaching hospitals can 
provide a highly useful framework upon which to 
construct a better integrated health-care system. I f this 
is to occur, however, certain practices and perceptions 
arising from the past operation of these relationships 
will have to be substantially modified. 
Exploitation. Historically, in my view, the affiliation 
process has been characterized primarily by the mutual 
exploitation of the parties involved. Academic medical 
centers have utilized this process for the most part 
to ensure an adequate amount of "teaching material" 
for their students and to encourage the referral of 
highly complicated cases to the centers' major teaching 
facilities. Community hospitals have viewed the 
affiliation process as a means whereby they might 
increase the stature of their institutions through 
indentification with an academic medical center, afford 
their medical staffs the opportunity and prestige of 
academic teaching appointments, and gain the support 
and assistance of the medical center in the recruitment 
of highly qualified house staff. 
While none of these goals is necessarily unworthy, 
the historic focus on such a narrow range of interests 
has inhibited the development of a mutuality of greater 
interests within the affiliation framework. In most 
cases, both parties — for whatever reasons — remain 
somewhat suspect of the motivation and sincere 
interest of the other. 
Realistic change in the existing relationships is 
possible, but only i f both parties recognize the necessity 
to modify their present roles in health-care delivery 
and education, and become sincerely convinced of their 
inescapable interdependence: 
• T h e academic medical center must recognize that it 
has a responsibility for cooperating in the development 
of rational health-care delivery patterns within the 
geographic area with which it identifies. 
• T h e community hospitals must recognize their 
responsibility to assume an increasing share in the 
process of educating health professionals and willingly 
accept those standards and requirements necessary to 
ensure the excellence of that educational process. 
• Both parties must be willing to work cooperatively 
in the admittedly difficult process of planning and 
implementing jointly desired programs. They must seek 
to work closely together as true and mutually respected 
partners without an effort by one or the other to 
dominate the relationship. Each must be willing 
realistically to assess its role and strengths within the 
partnership and to undertake only those activities 
which are suitable to that role. 
I am convinced that the opportunity to achieve such 
a true partnership now exists within the framework 
of the Boston University Medical Center affiliation 
program. Initial efforts to identify potential areas for 
future collaboration outside of the historic framework 
of the affiliations have already begun. 
For instance, medical librarians from our affiliating 
institutions have been meeting for the past several 
months on a regular basis with the staff of the BUMC 
Alumni Medical Library. These discussions have 
already resulted in a closer relationship among all the 
libraries, from which all will benefit; this effort will , 
i f present hopes are met, result in a highly coordinated 
program for the production and use of audiovisual 
materials. Similar efforts will shortly be underway in 
the areas of purchasing and public relations. 
Admittedly, these examples are but small and 
fragmentary efforts to grow beyond the confines of the 
present relationships. 
In an attempt to achieve a higher level of 
interinstitutional collaboration, however, the Medical 
Center intends to invite representatives of current and 
potential affiliates to attend a series of conferences 
at which we may jointly and honestly explore the 
opportunities and problems that lie before us. 
Through cooperative efforts in such ancillary services 
as administration, fund raising and data processing, 
a strong affiliation network would serve to improve 
individual members' efficiency and would rebound 
beneficially in the area of patient costs. Further down 
the road, genuine application of regionalization 
concepts would help to reduce or avoid costly 
duplication of sophisticated medical services and 
equipment and would make for a more rational flow of 
patient referrals among the members. 
I t is our hope that out of these meetings will grow 
a new sense of purpose through which we resolve to 
seize what is possibly our last opportunity to 
voluntarily pool our resources towards the creation of 
a better system of health care for all those whom we 
serve. • 
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The Affiliates 
BOSTON CITY HOSPITAL 
Crisis. Closing. Disaster. Budget slashing. Neglect. 
Politics. 
These are words that over the years have joined with 
medicalese in forming the daily lexicon at the Medical 
Center's most long-standing afliliated institution. 
Boston City Hospital. And this past January the words 
flew faster and the rumors spread further: Fiscal cuts 
ordered by Mayor Kevin White would cause a drastic 
restructuring of BCH, the daily newspapers informed 
their readers. 
Whither Boston City Hospital? 
As this issue heads to press, the Board of Trustees of 
BCH's parent Department of Health and Hospitals has 
just awarded the School of Medicine sole professional 
responsibility for the hospital, with far-reaching impli-
cations. (See Kaleidoscope, page 4. —Editor) In its 
new role, the Medical Center will be furthering almost 
five decades of service to the citizens of Boston via its 
involvement at Boston City. 
Perhaps because Boston City Hospital lacks the kind 
of comfortable glamour associated with much of 
American medicine, or perhaps because of a shared 
relationship with Harvard and Tufts in responsibility 
for the hospital — whatever the reason, the Medical 
Center's place at Boston City has often been overlooked 
and has generally been misunderstood. Whatever the 
future may hold for the partnership of the hospital and 
the Medical Center, it's important to understand basic 
facts about the partnership to date. 
Beginnings. The Boston University-Boston City 
Hospital relationship dates to 1925, when Harvard 
deans permitted Boston University School of Medicine 
students onto the BCH wards; Boston University soon 
thereafter was allowed to assign faculty there and 
officially to assume responsibility for specific areas 
of patient care, beginning in 1930. The School of 
Medicine had waited 52 years beyond its establishment 
for "permission" to enter the hospital directly across 
Fast Concord Street primarily as a result of its 
"questionable" parentage: BUSM, after all, grew out 
of the New England Female Medical College and 
continued to follow relatively nonsexist admission 
practices — and this hardly sat well with virtually all-
male Harvard and its bastion at Boston City Hospital. 
Secondly, the School of Medicine's historical associatio 
with homeopathy continued until about 1918, and the 
homeopathic movement had not exactly agreed with 
The up-to-date newborn nursery at Boston City 
Hospital. 
the solons of American or Massachusetts medicine, as 
exemplified by the expulsion of the School's first dean 
from the Massachusetts Medical Society for conduct 
unbecoming a physician — practicing according to the 
"exclusive system" of homeopathy. 
Gleanings from the history of the Boston University-
Boston City Hospital association can be obtained from 
the lively "History of Boston City Hospital," published 
nine years ago upon the centennial of BCH and edited 
by Dr. John J. Byrne, professor of surgery and chief of 
the Boston University surgical service until recently. 
Dr. Byrne, whose abiding hobby is medical history, 
is unofficial historian of the hospital. 
Sharing. Medical responsibility for Boston City 
Hospital has been shared among the city's three medical 
schools. Historical anomoly, the exigencies of medical 
education and training, and — when all else failed — 
push and shove — these all contributed to the current 
patchwork quilt of how this "sharing" has worked in 
practice. At the beginning of 1973 BCH's average 
daily census was running at about 660. During the 
previous year close to 24,000 individuals were admitted 
as inpatients, nearly 150,000 people used the famed 
emergency service and more than 267,000 visits to the 
outpatient clinics were logged. In addition, the hospital 
served an important backup function for a myriad of 
neighborhood health clinics. 
Little known is that, of the three medical schools, 
Boston University's is responsible for over half of the 
patient beds. Moreover because of both geography and 
many individuals' devotion to the hospital and the 
people it serves, Boston University School of Medicine 
is more dependent upon Boston City as a training 
ground for its students than are the other two schools. 
Specifically, Boston University Medical Center has 
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had its own general medical and surgical services at the 
hospital, as have Harvard and Tufts. In addition, the 
Medical Center bears direct professional responsibility 
for the BCH's pediatrics, obstetrics and gynecology, 
ophthalmology, urology, thoracic surgery, physical 
medicine and rehabilitation, pathology and radiology 
services. Boston University faculty also help staff 
services in orthopedics and hematology and provide 
backup in others ranging from dentistry and the 
operating room to the emergency floor, wards and 
clinics. 
The sharing represents a cooperative arrangement, 
a kind of cooperation that requires a logistical expert to 
to fathom, yet one that has operated surprisingly 
smoothly, i f rather expensively, in practice. Another 
fact that is little known — but, in the Ripley tradition, 
true and certain — is that Boston University provides 
60 per cent of the hospital's senior medical staff. 
Dependence. Getting down from this statistical 
plateau, all of the preceding means, simply and directly, 
that every Boston City Hospital patient, whether bedded 
down on Harvard's neurology service or in for surgery 
by the Tufts orthopedics department, usually depends 
on Boston University for important components of his 
total care. 
I f the patient needs an X-ray, the hospital's radiology 
service, directed by Dr. Jerome H. Shapiro, professor 
and chairman of radiology at the School of Medicine, 
takes the picture. 
I f the patient requires the services of a pathologist, 
that role is fulfilled by the hospital's famed Mallory 
Institute of Pathology, which is directed by Dr. Leonard 
S. Gottlieb, professor of pathology at the School of 
Medicine. 
And, in a newer arrangement, patients requiring 
sophisticated high-energy radiation treatment for 
management of malignancies are ambulanced a block 
away to University Hospital's radiotherapy department. 
Like many of the Boston University chiefs directing 
nonduplicative services at the hospital. Dr. Shapiro of 
radiology has had two associate directors, one from each 
of the other two medical schools. This arrangement has 
permitted students from all three schools to obtain 
training throughout the hospital by their own faculty 
members. 
Dr. Shapiro, as do many of the senior staff people 
at BCH, notes the differences that exist between 
University Hospital, where many of them also practice, 
and Boston City. At University there is carpeting on the 
floor, the patient load is readily manageable and such 
inconveniences as extreme waits for patients requiring 
X-rays sometimes occur — but the patients are not 
exposed to freezing temperatures. At Boston City on the 
other hand, the staff must often put out a call for 
blankets to be used in keeping the patients warm during 
their wait in the ancient and drafty tunnels. The 
patients load often borders on the unmanageable, 
sometimes resulting in major backups in such 
departments as radiology. Yet the equipment used at 
both institutions is similar, producing, in the case of 
X-rays, equally sharp negatives on both sides of the 
street. 
Street crossing. Staff members who practice at both 
University and Boston City Hospitals are determined to 
render equal medical care at both institutions. Whether 
the third party be welfare or Blue Shield/Blue Cross, 
the management of patients is identical. 
Dr. Alan S. Cohen, in his first year as head of the 
Boston University Medical Services at Boston City, also 
continues to direct the Arthritis and Connective-Tissue 
Disease unit of the Evans Memorial Department of 
Clinical Research at University Hospital. His is a 
frenetic existence, requiring back-and-forth movement 
from the 20th-century-and-beyond labs in the Evans to 
the 19th century tunnels and old physical plant at BCH. 
Dr. Cohen is fiercely optimistic about the future of 
Boston City, citing the recent increase in applications 
for medical house-officer positions from 250 in 1972 
to 350 this year. This staggering rise occurred while 
BCH was in the midst of an uphill accreditation 
struggle, one that resulted in a complete and non-
conditional two-year certification for the first time in 
several years. 
Dr. Joel Alpert directs the pediatrics service at Boston 
City Hospital in a building that was completely renovated 
a few years ago. A recent emigre from Children's Hos-
pital Medical Center in Boston, Dr. Alpert is an authority 
on the modern concept of family practice. He directs 
a full-time staff of pediatric subspecialists providing the 
most comprehensive care of children in the hospital's 
long history. 
Dr. N. Paul Rosman, neurology; Dr. Neil Feins, 
surgery; Dr. John F. O'Connor, radiology; Drs. Robert 
Klein and James Haddad, endocrinology and 
metabolism; and Dr. Lorna Bratton, emergency service, 
make up part of the 18-person senior staff in pediatrics. 
Dr. Klein developed the Boston Lead-Poisoning Testing 
Center, a model for the nation, and he was recently 
appointed by Massachusetts Gov. Francis W. Sargent 
to head up a statewide effort in lead-poisoning detection 
and prevention. Dr. Feins recently gained international 
recognition for his surgical removal of a malignant 
nevus from a newborn at BCH (a U.S. first) and for 
surgical treatment of a teenage Brazilian girl suffering 
from Milroy's disease (the first in City Hospital records). 
Another service benefitting from a complete re-
furbishment of its physical structure is obstetrics and 
gynecology. As a result of the extensive rehabilitation. 
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Boston City today has the most modern maternity 
facilities in Boston. Wards have been replaced by 
private rooms, colors are pleasant and warm. 
Dr. Byrne, the aforementioned surgical chief and 
amateur medical historian, has been continuously 
involved at Boston City since his internship and 
residency days. As a matter of fact, his recollection of 
the hospital's care of patients in the 1942 Coconut 
Grove disaster figured prominently in a recent cover 
story of a national medical newsweekly. Dr. Byrne notes 
proudly that many in the long roster of his former 
surgical residents have not been native Bostonians, but 
most have chosen to remain in the area. 
Spawning ground. In recent times, Boston City has 
served as an important spawning ground for service 
chiefs at suburban hospitals in those institutions' 
attempts to achieve significant improvement in 
providing quality care to their patients. 
Three former senior men on the Boston University 
medical services of Boston City now direct the medical 
services of three important Medical Center affiliates: 
Dr. James S. Cummins at Jewish Memorial Hospital; 
Dr. Burton J. Polansky at Brockton Hospital; and Dr. 
Isadore N. Rosenberg at Framingham Union Hospital. 
Quality patient care is clearly the uppermost goal of 
the Boston University staff at Boston City, but sub-
stantial teaching and significant research are also 
underway. The Mallory Institute has gained wide 
renown for its research activities in the pathology of 
hepatic and gastrointestinal diseases. Dr. Louis W. 
Sullivan, Boston University hematology chief at BCH, 
is an important member of the new regional Siekle-Cell 
Anemia Center at the hospital, and he is the only New 
England member of the Advisory Committee on Sickle-
Cell Anemia to the Secretary of Health, Education and 
Welfare. Dr. John Cahill, a surgeon, has done 
important work in shock and related areas. And Dr. 
Thomas J. Merimee directs a noted Clinical Research 
Center in endocrinology. 
The past, it is said, is prologue. In the case of Boston 
City Hospital and its affiliation with Boston University 
Medical Center, there has been a long and often 
glorious past, just as there is a present affording many 
opportunities for mutual pride. It is clear that the 
hospital across East Concord Street means something 
special to the people of the Medical Center. And it's 
this indefinable quality that makes Boston City Hospital 
a very special affiliate. 
Lawrence M . Strum 
Boston City Hospital is an institutional affiliate of Boston 
University Medical Center. Founded in 1864 . . . 859 beds 
. . . operated by the City of Boston Department of Health 
and Hospitals . . . 818 Harrison Ave., Boston . . . Francis E. 
Guiney, executive director. 
Dr. Jerome Shapiro, chief of radiology at BCH. 
BOSTON STATE HOSPITAL 
A pioneering state mental institution, Boston State 
bears a keystone relationship with the Division of 
Psychiatry of Boston University Medical Center. During 
the past year and a half, the Medical Center's 
responsibility for the May Unit at the hospital was 
strengthened via an agreement with the hospital's 
administration. According to Dr. Sanford I . Cohen, 
chairman of the Division of Psychiatry, "a series of 
remarkable changes in the atmosphere, attitudes and 
clinical care" have heen wrought at the May Unit under 
the leadership of Dr. Richard J. Kahn, associate 
professor of psychiatry. Medical School psychiatric 
training at the May Unit begins when a third of the 
second-year medical students have their course in 
psychiatric evaluation and diagnosis here. Fourth-
year students can also take their clinical clerkship in 
psychiatry at the May Unit, where for two months 
they become part of the clinical treatment team on one 
of the three wards, and further fourth-year elective 
work is also available. Under a National Institute of 
Mental Health-sponsored summer program, several 
medical students have participated in a variety of 
clinical activities after completing their first year. The 
Boston University Medical Center postgraduate training 
program places residents at the May Unit for periods 
of six months or a year. 
Boston State Hospital is an affiliate of Boston University 
Medical Center in psychiatry. Founded 1839 . . . The May 
Unit, which the Medical Center administers, has 120 
inpatient beds, an evaluation service and a small day hospital 
. . . operated by the Commonwealth of Massachusetts 
Department of Mental Health . . . 591 Morton St., 
Dorchester. . . Jonathan O. Cole, M.D., superintendent. 
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BROCKTON HOSPITAL 
For nearly three years, surgical patients at Brockton 
Hospital have been getting something extra. Six to eight 
Boston University Affiliated Program surgical residents 
daily augment the hospital's surgical staff. According to 
Dr. Francis D. Cogliano, who supervises the program, 
this means a higher level of care for surgical patients, 
and it also helps the hospital staff by regularly exposing 
them to advanced surgical education. "There is a great 
deal of stimulating give and take at group meetings 
held twice a week," notes Dr. Cogliano. "Surgical 
patients have also profited, since residents often make 
time to talk to them about their impending or recently 
completed surgery." A strong training program in 
medicine is also being developed under Dr. Burton J. 
Polansky, associate professor of medicine at BUSM and 
recently appointed chief of medicine at Brockton 
following a long and respected term as BU chief of 
cardiology at Boston City Hospital. 
Brockton Hospital is an institutional affiliate of Boston 
University Medical Center . . . Founded in 1896 . . . 320 beds 
. . . operated by trustees drawn from the community . . . 680 
Centre St., Brockton . . . Wayne Henry, administrator. 
CARNEY HOSPITAL 
The second-year medical students who take clinical 
cardiology here learn to scutinize a patient's social 
history as carefully as his electrocardiogram. "We're 
oriented more to the patient than to the disease," says 
Dr. Phillip Dougherty, medicine teaching coordinator 
for the affiliation, "and this takes the student out of the 
classroom and into community medicine." The hospital 
staff assumes a major responsibility for training these 
students — and it's well-equipped for the task. The 
hospital has, for instance, a multichannel device that 
allows a teacher and his entire class to listen simul-
taneously to a patient's heartbeat. In the same in-
novative spirit, the hospital has enriched its surgery 
clerkship program for medical students hy cooperating 
with two other Medical Center affiliates, Brockton and 
Maiden Hospitals, in offering a coordinated training 
elective. 
Carney Hospital is an institutional affiliate of Boston 
University Medical Center . . . Founded in 1863 . . . 327 beds 
. . . operated hy the Daughters of Charity of St. Vincent de 
Paul. . . 2100 Dorchester Ave., Dorchester. . . Sr. Frances 
Michael, administrator. 
FRAMINGHAM UNION HOSPITAL 
Which is more important in a suburban hospital: 
advanced medical procedures or a consistently good 
record in bed utilization? Fortunately, the students 
and residents who take obstetrics, medicine, general 
surgery and pathology here needn't decide, because this 
is a community hospital that can still offer highly 
specialized care. Unlike most suburban facilities, 
Framingham will not settle for part-time department 
chiefs. Physicians in charge of hemotology and 
cardiology, for instance, are full-timers. Moreover, some 
20 staff physicians also have academic appointments at 
Boston University School of Medicine, and its director 
of medical education has gained distinction as a 
researcher in pathology: "Our philosophy," Dr. C. 
George Tedeschi says, "is that it should not always 
he necessary to send a patient to Boston when 
sophisticated treatment is required, and this is 
particularly valuable for a student who intends to 
practice outside a major city." 
Framingham Union Hospital is an institutional affiliate of 
Boston University Medical Center. Founded in 1893 . . . 273 
beds : . . operated by trustees drawn from the community 
. . . 26 Evergreen St., Framingham . . . Albert S. Deane Jr., 
executive vice president. 
Dr. Antonio Culebras, chief of neurology at Jewish 
Memorial Hospital. 
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JEWISH MEMORIAL HOSPITAL 
When Jewish Memorial Hospital first became an 
affiliate a year and a half ago, the first sign of the bond 
was the assignment of Dr. Isadore G. Yahlon. assistant 
professor of orthopedic surgery at the School of 
Medicine, as the hospital's new orthopedics and 
rehabilitation chief. In succeeding months the hospital's 
Department of Medicine has heen reorganized hy Dr. 
James S. Cummins, associate clinical professor of 
medicine, and Dr. Antonio Culebras, assistant professor 
of neurology, has become chief in his specialty. In their 
patient-care and medical-training activities, all three 
have visibly strengthened programs in their specialties 
at Jewish Memorial, and they have also markedly 
upgraded the continuing education of the hospital's 
nurses and other professionals. Dr. Culebras, in 
addition, has begun an important long-term study of 
the sleeping patterns of older individuals, hoping to 
detect some relationships among specific diseases, 
sleeping patterns and hormone excretion. Jewish 
Memorial, known in the Boston area for its programs 
in long-term care and rehabilitation, also serves as 
a training ground for students from Boston University 
School of Nursing and Sargent College of Allied Health 
Professions. 
Jewish Memorial Hospital is an institutional affiliate of 
Boston University Medical Center. Founded in 1915. . . 250 
heds : . . operated by Boston-area trustees . . . 59 Townsend 
St., Roxhury . . . Stanley Fertei, executive director. 
JOSEPH P. KENNEDY JR. 
MEMORIAL HOSPITAL 
Because the hospital has few rivals in the rehabilitation 
of severely handicapped children, this is a special 
setting for a fourth-year pediatrics course. Let's assume 
a medical student is assisting one of the pediatric 
residents in the case of a child with both cerebral palsy 
and a learning disability. Probably, he will also he 
working with a neurologist, a psychologist and a 
recreational therapist. And when the child is finally 
discharged, the task will not end. Where, precisely, 
does he live and what forms of rehabilitation are avail-
able in his own community? His is a daily problem 
that can't he solved entirely hy visits to the outpatient 
department. Thus, the medical student turns to a social 
worker who will explore these possibilities. The hospital 
also offers fourth-year electives in child development 
and adolescent drug abuse. 
The Joseph P. Kennedy Jr. Memorial Hospital is an 
institutional affiliate of Boston University Medical Center. 
Founded in 1949 . . . 110 heds : . . operated by the 
Franciscan Missionaries of Mary . . . 30 Warren St., Brighton 
. . . Sr. Ellen Connors, administrator. 
Learning to type — the hard way — at Kennedy 
Memorial Hospital. 
MALDEN HOSPITAL 
Surgery residents in the Boston University Affiliated 
Program gain comprehensive experience through 
training at several affiliated hospitals, including 
Maiden, Brockton and Carney. Dr. Joseph L. Cafarella 
serves as Maiden Hospital's director of medical 
education and training, and he sees to it that the 
residents here, whose training spans four years, assume 
ever-increasing responsibility for the patients to whom 
they are assigned. They learn how to care for the patient 
prior to, during and after surgery. According to Dr. 
Cafarella, this clinical and academic program "elevates 
the level and caliber of patient care — and the patient, 
surgeon, resident, staff and hospital all benefit." 
Maiden Hospital also serves as a resource for the 
surgical training of students in the School of Medicine, 
Ma/den Hospital is an institutional affiliate of Boston 
University Medical Center. Founded in 1890 . . . 300 heds 
. . . operated by trustees drawn from the community . . . 
Hospital Poad, Maideri. . . Stanley W. Krygowski, director. 
MASSACHUSETTS COLLEGE 
OF PHARMACY 
Nothing better explains the basis for this educational 
affiliation than the words of Medical Center Director 
Lewis H. Rohrbaugh when he received an honorary 
degree from the Massachusetts College of Pharmacy 
last year. Pharmacists, he said, must become full-
fledged memhers of the health-care team. "There is 
probably no one better equipped than the neighborhood 
pharmacist to offer education to health-care profession-
als, as well as to laymen, in the use of public-communi-
cations techniques. The hospital or institutional 
pharmacist," Rohrbaugh continued, "has remained far 
too long behind the counter, dispensing medication to 
outpatients, and to ward secretaries and aides. . . ." To 
help reform this situation and to foster a better mutual 
understanding among pharmacists and other memhers 
of the health team, University Hospital is one of several 
area institutions involved in the college's Clinical 
Pharmacy Clerkship Program. Every semester MCP 
students are assigned to each of the Hospital's medical 
floors, making rounds, offering medication consulta-
tions, participating fully in conferences with physicians, 
residents and interns, nurses and medical students. 
Further collaborative projects are in the making. 
The Massachusetts College of Pharmacy is an educational 
affiliate of Boston University Medical Center. Founded in 
1823, now celehrating its 150th anniversary . . . 650 under-
graduate and 50 graduate students . . . 179 Longwood Ave., 
Boston . . . Raymond A. Gosselin, president. 
Mary-Lee Rahmberg, a Massachusetts College of 
Pharmacy senior, on rounds at University Hospital. 
MEDFIELD STATE HOSPITAL 
Traveling some 25 miles southwest of Boston one comes 
upon the countrified atmosphere surrounding Medfield 
and its State Hospital. The distance between the 
Medical Center and this important psychiatric outpost 
distinctly colors the relationship: medical students 
dislike the thought of such travel in abstract, hut once 
they arrive, most find the training superior and 
memorable. Dr. Harry Olin, an associate clinical 
professor of psychiatry at the School of Medicine, 
coordinates Medical Center activities at Medfield State. 
About a third of the School's second-year students have 
their course in psychiatric evaluation and diagnosis 
here, which involves about nine weekly trips around the 
128 loop to route 109 and into Medfield. Fourth-year 
students can take their psychiatry clerkship and 
additional electives here, also. The Division of 
Psychiatry's National Institute of Mental Health-
sponsored stipend program allows selected students to 
spend the summer before their second year working at 
Medfield in hypnosis research and training with Dr. 
Theodore X. Barber, assistant clinical professor of 
psychiatry (psychology), or with others in psycho-
pharmacology. Additionally, psychiatric residents in 
Medfield State's program meet weekly at the Medical 
Center with Dr. Paul Kaufman, associate professor of 
psychiatry. 
Medfield State Hospital is an affiliate of Boston University 
Medical Center in psychiatry. Founded in 1896 . . . 681 
psychiatric heds . . . operated hy the Commonwealth of 
Massachusetts Department of Mental Health . . . Hospital 
Poad, Medfield. . . Pohert Cserr, M.D., superintendent. 
JAMES J. PUTNAM 
CHILDREN'S CENTER 
The standard 50-minute psychiatric session in an office 
has at least one limitation. A patient may talk freely 
about his problems, hut he isn't confronting them as 
directly as he might at home or on the street. This 
child-psychiatry clinic, however, attempts to duplicate 
the second situation, and it invites residents from the 
Medical Center to participate. Several times a week, it 
places a young patient — generally a preschooler — in 
a classroom where a psychiatrist can monitor his 
performance both as a memher of a group and a 
student. This is just one phase of comprehensive 
therapy. The special-education therapists who conduct 
these classes also visit the children at home, and there 
are also the standard one-to-one sessions with 
psychiatrists. The clinic is a particularly valuable 
training ground for psychiatric residents interested in 
working with the economically disadvantaged, because 
it serves a prim.arily minority population in Roxhury 
and North Dorchester. 
The James J. Putnam Children's Center is an affiliate of 
Boston University Medical Center in child psychiatry. 
Founded in 1942 . . . a caseload of ahout 105 families . . . 
privately operated . . . 244 Townsend St., Roxhury . . . 
Ophie Franklin, executive director. 
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Well-baby checkup time 
at the Roxhury Compre-
jL I hensive Community 
Health Center. 
ROXBURY COMPREHENSIVE 
COMMUNITY HEALTH CENTER 
A year ago a report in this magazine stated, "The 
Roxhury Comprehensive Community Health Center 
(RCCHC) is a unique effort to provide complete 
family health services to the Roxhury community — 
unique, since it's the only community health center 
initiated hy area residents and jointly administered hy 
an elected hoard and BU Medical Center." Today 
RCCHC is still unique, hut from a different 
perspective: it is now controlled completely hy the 
community and, just weeks ago, became an official 
institutional affiliate of BUMC. I t may well he the 
only community health center in the nation with 
enough standing to accept the opportunities and 
responsibilities inherent in such a role. Founded in the 
middle 1960's, RCCHC had initial birth pangs and did 
not receive sufficient administrative support until Dr. 
David M . French, arrived on the scene as chairman of 
the School of Medicine's Department of Community 
Medicine and project director of the Office of 
Economic Opportunity-funded RCCHC. Dr. French 
now is an active memher of the BUMC team working 
with this affiliate and retains membership on its Board 
of Trustees. RCCHC provides complete medical and 
dental care for upwards of 5,000 residents of Roxhury, 
with an eventual goal of serving the 34,000 residents of 
Roxhury and North Dorchester. Temporary central 
facilities are located in a busy shopping mall, with 
several satellite clinics also providing a complete 
range of health services. Under the affiliation BUMC 
will develop programs to assist RCCHC in monitoring 
and maintaining the quality of the community health 
center's professional services and will make available 
appropriate hack-up facilities, including the services 
of University Hospital. 
Roxbury Comprehensive Community Health Center is an 
institutional affiliate of Boston University Medical Center. 
Founded in 1967. . . operated hy an elected hoard under 
funding from the Department of Health, Education, and 
Welfare . . . temporary central facility in the Washington 
Park Mali, Roxbury. . . David Simmons, administrator. 
LEMUEL SHATTUCK HOSPITAL 
A state-operated institution devoted to training and 
research in the rehabilitation of patients suffering from 
chronic disease, the Shattuck Hospital has an 
association with the Medical Center of several parts, 
with particular impact in two areas — dermatology and 
rehabilitation medicine. The Medical Center's 
Department of Dermatology is responsible for 
Shattuck's dermatology service. Drs. Herbert Mescon, 
John S. Strauss and Peter E. Pochi conduct rounds as 
part of this responsibility. A Medical Center 
dermatology resident is available on a full-time basis 
at the hospital, and all of the dermatology residents 
regularly spend time there. The Department 
of Dermatology also conducts an outpatient 
and staff dermatology clinic several mornings 
a week, and fourth-year students can take a 
dermatology clerkship at the Shattuck. In rehabilitation 
medicine. Dr. Wesley G. Woll Jr., associate clinical 
professor at the School of Medicine, conducts a fourth-
year clerkship covering evaluation of disability, 
treatment planning and patient care. The Shattuck 
also serves as an inpatient backup for patients referred 
hy the Medical Center's Drug Addiction Treatment 
Program. 
The Lemuel Shattuck Hospital is an affiliate of Boston 
University Medical Center in dermatology and rehahiiitation 
medicine. Founded in 1954 . . . 325 heds . . . operated hy the 
Commonwealth of Massachusetts Department of Puhlic 
Health . . . 170 Morton St., Jamaica Plain . . . Giidden L 
Brooks, M.D., superintendent. 
Talking it over at the Doug/as A. Thorn Clinic. 
DOUGLAS A. THOM CLINIC 
FOR CHILDREN 
This child-psychiatry clinic serves the Back Bay and the 
South End. For the third-year medical students who 
rotate here as well as the residents who receive year-long 
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training, the keynote is teamwork. A child routinely 
receives the combined help of a psychiatrist, 
psychologist, psychiatric nurse and social worker — 
making for rather extensive therapy. Thus it is common 
for a social worker to spend a few hours observing a 
young patient at school. While a medical student is sur-
rounded by specialists — he often attends interdis-
ciplinary seminars run jointly hy Thom and the Medical 
School — he never loses sight of the patient. 
The clinic schedules frequent individualized therapy 
sessions for children together with their patients. There 
is also the chance to study the broader implications of 
child psychiatry since Thom provides consultation for 
the Metropolitan Council for Educational Opportunity 
(METCO). 
The Douglas A. Thom Clinic for Children is an affiliate of 
Boston University Medical Center in child psychiatry. 
Founded in 1921 . . . a caseload hf ahout 250 families . . . 
privately operated. . . 575 Dartmouth St., Boston . . . 
Howard Weintrauh, M.D., administrator. 
U.S. NAVAL HOSPITAL BOSTON 
For the last seven years medical students and house 
officers of the Medical Center have heen afforded the 
opportunity of broadening their training through work 
at what used to he the Chelsea Naval Hospital, and 
what is now called the Naval Hospital Boston. The 
hospital is one of the settings for the second-year School 
of Medicine course in physical diagnosis, and a wide 
variety of clinical clerkships is available for fourth-year 
students, including experience in dermatology, neuro-
surgery, opththalmology, otolaryngology, pathology, 
blood research, psychiatry, radiology and urology. 
Graduate training programs are offered in a wide range 
of fields. Many memhers of the hospital's medical staff 
are active memhers of the School of Medicine faculty, 
including medical chief Dr. James M . Young, associate 
clinical professor of medicine, and surgery chief Dr. 
Robert L. Mull in , assistant clinical professor of surgery. 
The hospital serves all active-duty and retired military 
personnel and their dependents, and was designated a 
major center for medical evaluation and care of 
prisoners of war returning from Indochina. 
The Naval Hospital Boston is an institutional affiliate of 
Boston University Medical Center. Founded in 1836, it is one 
of the oldest hospitals under federal jurisdiction in continuing 
existence . . . 375 heds . . . operated hy the U.S. Navy . . . 
1 Broadway St., Chelsea . . . Capt. Scott G. Kramer, M.C., 
Commanding Officer. 
U.S. PUBLIC HEALTH SERVICE 
HOSPITAL (BRIGHTON MARINE) 
The 18th century was drawing to a close and only three 
hospitals were operating in the United States — one 
each in Philadelphia, New Orleans and New York. 
In 1799, applying an act of Congress a year earlier, 
the Boston Marine Hospital opened on Castle Island in 
Boston Harbor. Today's U.S. Puhlic Health Service 
Hospital in Brighton, which serves domestic and foreign 
seamen and active memhers of the uniformed services 
and their dependents, is the direct descendent of the old 
hospital in the harbor, which was funded via a type of 
"payroll deduction" of 20 cents a month from the 
wages of every crewman aboard every vessel entering the 
port. The chiefs of medicine and surgery at the modern 
USPHS Hospital, Drs. Richard H. Thurm and 
Alexander M . Rutenherg, serve respectively as assistant 
professor of medicine and professor of surgery at the 
School of Medicine, and the hospital is a teaching 
ground for the physical diagnosis section of the second-
year Biology of Disease course and for fourth-year 
clerkships in medicine and surgery. Hospital house 
staff frequently attend conferences and rounds at the 
Medical Center. The future of the USPHS Hospital 
— one of the most senior Medical Center affiliates — 
is an open issue at press time, as the Puhlic Health 
Service determines the course of all its hospital 
installations. 
The U.S. Fuhiic Health Service Hospital (Brighton Marine) 
is an institutional affiliate of Boston University Medical 
Center. Founded in 1799. . . 110 heds . . . operated hy the 
United States Fuhiic Health Service . . . 77 Warren St., 
Brighton . . . Miio 0. Blade, M.D., director. 
VETERANS ADMINISTRATION 
HOSPITALS 
Each of the three VA Hospitals below presents a 
different kind of asset to Boston University Medical 
Center's affiliations program. Under regulations of the 
Veterans Administration, each affiliation is 
administered through a Deans' Committee representing 
the medical-education institutions involved at a 
particular hospital. This approach allows the School of 
Medicine generous latitude in designating teaching 
personnel at each VA Hospital. 
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VA HOSPITAL BOSTON 
The School of Medicine has counted the Boston VA 
Hospital as an important affiliate since the hospital's 
opening in 1952. The many different rotations through 
the hospital's clinical services have traditionally been 
popular with students, and the hospital's administration 
has strongly supported affiliation with the School of 
Medicine as an effective means of securing first-rate 
medical care for veterans, according to Dr. Elihu M . 
Schimmel, acting chief of the medical service at the 
Boston VA. Virtually all Medical School students 
receive clinical training here. Certain students come to 
know the hospital through the new Introduction to 
Medicine program in the first year, and others through 
the second-year physical-diagnosis section of the Biology 
of Disease course. A large part of the third year is spent 
in clinical clerkships in medicine, surgery and 
neurology, and fourth-year electives are offered in 
abundance. Postgraduate training is available in 
medicine, neurology and surgery, as well as in such 
joint specialities as pulmonary disease and gastroenter-
ology. 
VA HOSPITAL PROVIDENCE 
Physicians with appointments at the Medical Center 
here train interns and residents in general surgery. I t 
is a good arrangement, according to Dr. John A. 
Mannick, professor of surgery at the Medical School 
as well as a consultant in surgery at the Providence 
facility. "The set-up means that University Hospital 
has, in effect, expanded its teaching facility at great 
economy, because, while we pretty much control the 
Providence VA residency program, the federal 
government pays the salaries of the teaching 
physicians." Like many veterans' hospitals. Providence 
is geared for ward surgery. "This is no longer the 
prevalent mode in general hospitals," says Dr. Harold 
narrower. Providence VA's chief of surgery, "but it 
can be a valuable experience for residents." 
The Veterans Administration Hospital in Providetice is an 
affiliate of Boston University Medical Center in surgery. 
Founded in 1949 . . . 353 generai-care heds : . . operated hy 
the federal government. . . Chalkston Avenue, Frovidehce 
. . . Joseph C. Mackney, director. 
The Veterans Administration Hospital in Boston is an 
institutional affiliate of Boston University Medical Center. 
Founded in 1952 . . . 950 heds ; . . operated by the federal 
government. . . 150 Huntington Ave., Jamaica Fiain . . . 
John V. Sheehan, director. 
VA HOSPITAL BROCKTON 
When the more flagrant symptoms of mental illness are 
finally under control, what steps are then necessary to 
ready a patient for life outside an institution? This 
psychiatric VA Hospital helps a resident learn what 
comes next, because rehabilitation is its specialty. When 
the teaching physicians speak of occupational therapy 
here, they mean just that. Industry actually comes into 
the hospital and pays patients for their labors — 
whether it be envelope stuffing or sophisticated machine 
operation. Therapy is also a matter of teamwork, with 
the physician, social worker and other specialists joining 
forces. Dr. John Conlon, chief of staff, concedes that a 
veterans' hospital has a limited variety of patients. 
"Nevertheless," he says, "we do cover the broad 
spectrum of mental illness and can offer an attractive 
six-month unit that can be coordinated with rotations 
at other hospitals." 
The Veterans Adrninistration Hospital in Brockton is an 
affiliate of Boston University Medical Center in psychiatry. 
Founded in 1953 . . . 837psychiatric heds and 100 nursing-
home heds . . . operated hy the federal government. . . 
Belmont Street, Brockton . . . Wiiiiam Winick, M.D., director. 
HUGGINS HOSPITAL 
Huggins Hospital, a general community hospital, has had 
a relatively inactive affiliation with Boston University Medical 
Center in recent years. Founded in 1907. . . with a recent 
addition, now 82 heds '. . . operated by trustees drawn from 
surrounding communities . . . South Main Street, Woifehoro, 
N.H. . . . John F. Waters, adrriinistrator. 
MONADNOCK COMMUNITY 
HOSPITAL 
Monadnhck Community Hospital, a general community 
hospital, also has had a reiativeiy inactive affiliation with Boston 
University Medical Center in recent years. Founded in 1923 
. . . 67 heds '. . . operated by trustees drawn from surround-
ings communities . . . Old Street Road, Feterhorough, N.H. 
. . . Robert C. Siade, administrator. 
The material in this special section on Medical Center affiliates was 
developed with the generous assistance of the administrative and 
public-information officers of the various institutions. Photo credits: 
page 17 (clockwise from top) — Kennedy Memorial Hospital, Carney 
Hospital, Boston VA Hospital and Framingham Union Hospital; page 
22 — Jewish Memorial Hospital; page 23 — Kennedy Memorial 
Hospital; page 25 (bottom) — Douglas A. Thom Clinic. 
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FINANCIAL HIGHLIGHTS' 
1971-1972 School of Total 
University Graduate School of Medical 
INCOME Hospital Dentistry Medicine Center 
Tuition/Patient Fees $20,051,083 $1,213,598 $1,211,483 $22,476,164 
Less: Patient Free Care 
and Adjustments 2,027,589 — — 2,027,589 
Net Tuition and Patient Fees 18,023,494 1,213,598 1,211,483 20,448,575 
Endowment Income 745,958 —• 147,754 893,712 
University Allocation — — 510,000 510,000 
Gifts/Grants/Contracts 4,030,350 398,920 12,565,443 16,994,713 
Other Income 1,046,411 — 7,221 1,053,632 
Total Current Income 23,846,213 1,612,518 14,441,901 39,900,632 
E X P E N S E 
Administration and General $ 3,596,941 $ 192,539 $ 328,472 $ 4,117,952 
Education and Library 21,414 830,942 1,386,574 2,238,930 
Dietary/Building & Grounds 3,828,932 114,960 495,155 4,439,047 
Patients 12,292,692 — — 12,292,692 
Research 3,216,167 398,920 11,577,643 15,192,730 
Medical Center 216,400^ — — 216,400^ 
Other Expenses 1,206,521 — — 1,206,521 
Total Current 
Operating Expense 24,379,067 1,537,361 13,787,844 39,704,272 
Depreciation 788,413^ — — 788,413 
Transfers (1,321,267)-^ 75,157* 654,057* (592,053) 
1. Boston University Fiscal Year 7/1/71—6/30/72; University Hospital Fiscal Year 10/1/71—9/30/72. Al l figures prior to 
audit 
2. Medical Center administration expenses paid in Fiscal Year '71 
3. Excludes Boston University support of 50 per cent ol Mcdical Center administration expenses 
4. Depreciation of buildings and equipment related to patient care 
5. Charged olT to Unrestricted Fund account 
6. Reflects a one-time adjustment of overhead recovery 
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concerning cancer patients. In those hospitals where 
there are large numbers of social workers, regular 
cancer educational conferences are held. 
Problems of providing cancer patients with 
emotional support and witti adequate services and 
financing both within the hospital and after discharge 
are common subjects of discussion. The Regional 
Cancer Program social-service coordinator assists 
hospital social workers to discover and mobilize 
community resources which may be available to 
respond to those needs. Skills are discussed and 
developed, where necessary, for hospital social workers 
to educate their cancer patients to understand their 
disease and to become knowledgeable of resources 
available to help deal with it. 
Social workers from Regional Cancer Program 
hospitals within close geographic proximity to one 
another participate in regional meetings where 
common problems are discussed and information is 
exchanged as to alternative solutions to those 
problems. These meetings are resulting in increased 
communications among hospital and community 
social-service departments through which mutual 
assistance is sought and provided in all areas of 
hospital concern — not limited to cancer patients. 
Educational conferences for social workers and other 
concerned professionals are held at the Medical 
Center, as well. Sessions on care and support for the 
laryngectomy patient and handling of problems with 
post-hospital placement of cancer patients are recent 
examples of such combined conferences. 
D. Involvement of administrators. The Regional 
Cancer Program encourages active participation of 
hospital administrators in the program as an essential 
part of the health team providing care for cancer 
patients. The Program administrator maintains regular 
communications with the administrators of the 
member hospitals, keeping them informed as to the 
Program's progress at their respective health institu-
tions. During those meetings the administrators learn 
of special problems confronted by cancer patients. 
Such sessions serve to heighten administrative 
awareness of cancer-patient needs and, hopefully, 
cause administrators to provide increased support for 
physicians, nurses, social workers and others within 
their hospitals who treat cancer patients. 
The involved administrators support improved 
cancer management in numerous ways, such as by 
encouraging their staffs to participate in cancer 
educational conferences, by freeing them from their 
regular responsibilities to allow for such participation, 
and by contributing directly or indirectly to the costs 
of that education. The administrators' interest in 
improved cancer care is further seen by their degree 
of attendance and participation at Sectional Advisory 
DICALCENTER 
ROFESSIONALS 
and Central Planning Group meetings. Administrators, 
nursing directors, social-service directors and 
physicians convene together in such sessions several 
times each year to help the Regional Cancer Program 
staff to plan, evaluate and direct the course of the 
project. 
Beyond the 25. Aside from these four areas of 
professional involvement, this cancer-management 
education program plays a role in health care beyond 
the scope of its affiliated hospitals. Allowing the 
program to respond freely to common problems of 
cancer care has led to educational efforts directed to 
public and private service, regulatory and funding 
agencies and institutions. 
The results of those endeavors have been interesting: 
• The Regional Cancer Program has been approached 
by representatives of a group of Massachusetts nursing 
homes who have requested assistance with their efforts 
to improve their patient transfer arrangements with 
nearby Program hospitals. 
• The Massachusetts Department of Public Health has 
begun to provide representatives who will participate 
with social workers from the member hospitals in 
problem-oriented, solution-seeking meetings. 
• The four Program hospitals in New Hampshire are 
important initial members of a new central tumor 
registry in that state. 
• The Massachusetts Department of Public Welfare 
has just responded to the urging of the Regional 
Cancer Program by improving a statewide reimburse-
ment policy concerning mastectomy patients. 
• A series of mutual educational conferences have 
begun with Massachusetts Blue Cross/Blue Shield 
in an attempt to make that funding group more aware 
of and sensitive to needs of cancer patients at the 
member hospitals (and everywhere, in effect). 
• The Regional Cancer Program responded to a 
request from Massachusetts Gov. Sargent's office to 
name persons to the Task Force To Study the Effects 
of Ionization Radiation on the Environment. That 
request was forthcoming because of the regional 
operation of this program. 
That the Regional Cancer Program is beginning to 
have other widespread effects in the area is becoming 
increasingly apparent. Relevant funding, regulatory 
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be of help to the professionals caring for cancer 
patients in the member hospitals. The consequent 
exposure of such agencies to the special needs posed by 
this disease will hopefully assist them in further 
developing their own programs to improve the 
area-wide management of personnel, equipment 
funding, facilities and other resources that support 
the care of cancer patients. 
The impetus created by this Program where little 
existed previously, and the consequent development of 
enlightened attitudes towards management of cancer as 
a natural outcome of the Regional Cancer Program edu-
cational process may not be causing revolutionary 
changes in health care within the region. But a notice-
able process of evolution has begun and it definitely 
bodes well for the care of the cancer patient and the sys-
tem that provides that care. • 
Meeting the 
Dental Crisis 
by Spencer N. Frankl, D.D.S. 
y I i HERE'S a dismal dental-health crisis in New 
I England: we are witnessing a high incidence of 
dental disease and an insufficient dental manpower 
to cope with it. Boston University School of Graduate 
Dentistry is working on both of these fronts in deliberate 
attempts to remedy the crisis. 
The ratio of dentists in New England in relation to 
population indicates a shortage in manpower, but this 
shortage is even more aggravated because of the high in-
cidence of caries and periodontal disease. The combined 
output of the dental schools in New England cannot meet 
the demand for general practitioners; in fact, the schools 
are falling behind. Despite much talk about incentives 
to locate dentists in various regions of New England, 
such incentives have no meaning in the face of manpower 
shortages present throughout the entire region. There 
must be additional places for dental applicants from New 
England. The new predoctoral program which we began 
last September at BUSGD is a serious effort to meet 
this demand. 
In New England there are approximately 53 dentists 
per 100,000 population. While population is increasing 
and the demand for dental servif^ es is still on the up-
swing, there is no increase in dental manpower. This 
statement relates only to demand — not need. I f we were 
to think in terms of need, then manpower is hopelessly 
deficient. 
Regional difficulty. Data compiled by the American 
Dental Association in 1969 underscored the serious dif-
ficulty experienced by applicants from Massachusetts 
and from other New England states in gaining admission 
to a dental school. 
In 1969 there were 2,321 applicants to dental schools 
from this state. Of these, 108 (or only 4.7 per cent) be-
came first-year dental students. For the country as a 
whole, the percentage of applicants who enrolled in 
dental school was 7.6 per cent. For five New England 
states (Vermont, New Hampshire, Maine, Rhode Island 
and Massachusetts), only 4.5 per cent of the applicants 
went on to enter a dental school. I f the applicants from 
these states (a total of 3,024) are excluded from the na-
tional pool, the national acceptance rate rises to 7.8 per 
cent — indicating that an applicant from these states has 
little more than half the chance of students from other 
regions of the country to enter dental schools. 
Although these five New England states supply 5.3 
per cent of the total applicant pool, they constitute only 
4.5 per cent of those who are enrolled. There is no 
evidence to indicate that New England applicants are in 
any way inferior to the national pool; it is quite likely 
that the difficulty faced by New England applicants in 
achieving their educational goals results from a lack of 
opportunity in sufficient numbers of first-year places. 
The opening of the predoctoral dental program was 
one conscious attempt by BUSGD to meet the regional 
manpower crisis. Al l 25 students entering the program 
are New England natives — and it is anticipated that 
they will return to their origins for practice. 
Dental-health needs. Confronting the scarcity of 
dental manpower and the difficulty of entering a dental 
school in New England is a high incidence of dental 
disease in this region. Patients themselves perceive the 
manpower/disease crisis when they find they must wait 
inconveniently long times for appointments with their 
dental practitioners. And dentists know that, in addition, 
the real need is even more acute: much dental disease 
remains uncovered — and will continue so until the man-
power crisis is resolved. 
But BUSGD has a multipronged program to help 
alleviate, to some degree, the dental-health crisis. 
The School conducts an active clinic for all phases of 
dentistry and oral medicine. It is, therefore, a physical 
and human resource for the delivery of care to a large 
group of individuals who are indigent in respect to the 
cost of dental and oral care. Services are offered in 
restorative dentistry, endodontics, periodontics, oral 
surgery, orthodontics and pediatric dentistry. 
Not only are routine cases seen at the School, but also 
bizarre, unusual and difficult-to-diagnose eases. I t is not 
infrequent that patients are referred to the clinic by 
private dentists because of difficulty in diagnoses. 
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The School of Graduate Dentistry is not only a dental 
resource for Boston or even Massachusetts — but for the 
entire New England community, as evidenced by data 
collected on patients' residences. 
An upcoming enlargement of the School's clinical 
facilities (in conjunction with an expansion of education-
al facilities) will have direct benefits for the residents of 
Boston who live in the South End, North Dorchester and 
Roxbury areas, most of whom belong to minorities. The 
nonprofessional and paraprofessional staffs will be in-
creased, and a special effort will be made to recruit local 
people for these positions. Expansion of the clinical 
facilities will enable us to provide a greatly increased 
amount of dental care for the residents of this area. 
These new clinics will also allow us to broaden our treat-
ment programs for children and adolescents. Besides 
improving their dental health, we plan to use this oppor-
tunity to interest a greater number of black and Spanish-
surname individuals in electing to pursue a career in 
dentistry. 
As an example of how our already strong program will 
expand, the Department of Pedodontics currently offers 
outpatient dental services for children in various Head-
start, day-care and community health centers. The de-
partment's future goals include (Da program for total 
dental-health care of the children of the greater South 
End community; and (2) an emphasis on preventive 
methods. 
The concept to be followed is that preventive dentistry 
in dental practice is synonymous with the highest stan-
dards of oral health care. Preventive dentistry for chil-
dren involves the entire spectrum of dental treatment. 
A wide variety of programs is carried on by BUSGD 
beyond the immediate South End community. They all 
aim to deliver first-quality dental care to populations 
that previously have received such care — i f at all — gen-
erally by happenstance, and only at the expense of in-
convenience and financial hardship suffered by patients. 
Following is a checklist of these programs. 
Roxbury Comprehensive Community Health 
Center. In cooperation with the Medical Center's De-
partment of Community Medicine, a comprehensive 
dental service is being provided for the residents of the 
Roxbury community. At present the dental facility to 
provide these services is housed in BUSGD. Eventually, 
the dental services will be delivered in satellite clinics 
located in various areas of the community. Considerable 
planning has gone into the development of this service 
in order to evaluate the efficiency of the delivery system. 
All personnel attached to this unit are appointed by 
mutual recommendation of the School and the Com-
munity Board and hold faculty appointments. This 
ensures the philosophy of dual participation by the com-




ments of the School provide consultant services to the 
Roxbury dental team. The School will continue to act in 
this resource capacity when the services are transferred 
to the satellite clinics. 
Home Medical Service. The Home Medical Service, a 
century-old component of the Department of Community 
Medicine, in conjunction with the Department of Pedo-
dontics, conducts a weekly program in which fourth-
year medical students and pedontics residents visit 
families in the South End to evaluate and make avail-
able the health services of the Medical Center. Those 
children requiring dental treatment are referred to the 
School for comprehensive care. Dental surgical services 
are provided for adults. This pilot program is serving as a 
model for future implementation on a broader scale, con-
current with development of the undergraduate dental 
curriculum. 
Maxillo-Facial Deformities Center. The Schools of 
Medicine and Graduate Dentistry have developed a team 
for care of patients with oro-facial deformities. Children 
with such congenital anomalies as cleft lip and/or 
palate, and adults disfigured by disease or trauma are 
able to receive care from the various dental and medical 
disciplines required to restore them to normal function-
ing in society. Monthly meetings are held at BUSGD for 
purposes of case review and coordination of the treat-
ment procedures. The center provides a unique service 
and is truly a viable treatment resource for the New 
England area. 
Reisman Dental Clinic, Beth Israel Hospital. This 
affiliate facility is essentially devoted to supervised 
graduate training in the specialties of periodontics, endo-
dontics, pedodontics and oral diagnosis and has serviced 
the dental needs of residents of the Boston area for over 
20 years. Complete patient care and comprehensive 
treatment-planning experience is assured by liaison with 
the School's Departments of Prosthetics and Oral 
Surgery. Inpatient dental services for children of the 
hospital's Child Care Program who require general 
anesthestic procedures are provided by the Department 
of Pedodontics. A training program for dental assistants 
is supervised by the dental-auxiliary division of the 
School. 
Joseph P. Kennedy Jr. Memorial Hospital. This 
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The School of Graduate Dentistry's 
school-inspection program underway in 
Brookiine. Dr. William Kun, a pedodon-
tics resident, and Ms. Sandra Kranz, 
BUSGD hygienist, examine children at 
the Pierce School. 
general pediatric hospital, an institutional affiliate of the 
Medical Center, is licensed for pediatrics and rehabilita-
tion programs to aid children with orthopedic conditions 
or disorders of the neuromuscular system, and children 
with handicaps such as speech impairment or hearing 
loss. The philosophy of treatment is the team approach; 
consequently, the Department of Pedodontics functions 
as an integral unit with the other services. Children from 
the Brighton-AUston area of Boston (including Headstart 
children) receive care in the outpatient department, and 
the exceptional child receives complete pedodontic care 
in the hospital's operating rooms. Dental-assistant 
trainees from BUSGD aid the hospital's Department of 
Dental Medicine in its clinic activities. 
Department of Dental Health, Town of Brookiine. 
This direct affiliate of BUSGD provides dental care for 
children of the Town of Brookiine. The Departments of 
Pedodontics and Public-Health Dentistry staff this fa-
cility. Unusual problems are referred to the School, 
which acts as a resource to the Health Department's 
dental clinic. Children requiring inpatient care are re-
ferred to the Kennedy Memorial Hospital (see above). 
A unique preventive dentistry program was initiated 
this past year. Pedodontic residents from the School hold 
education sessions for children and parents in the town's 
dental facility. The purpose of the project is to focus on 
preventive, rather than reparative procedures. An exten-
sion of this philosophy is being carried into Brook-
line's school system. Screenings performed on these 
children reveal the degree of caries and periodontal 
disease. Results of these examinations are sent to parents 
in a form requiring completion by the town's dental per-
sonnel or a private dentist. This procedure assures 
follow-up of the initial dental problem. In addition, 
"Luncheons for Learning" are held for practicing 
dentists of the town, with speakers provided by the 
School. 
Hathorne Regional Center, Danvers. This center is 
a component unit of the Department of Mental Health of 
the Commonwealth. A direct affiliate of the Department 
of Pedodontics, the facility is staffed by both faculty and 
residents. The center has both an "in-house" and am-
bulatory population. 
The exceptional child, including the entire gamut of 
physical, mental and emotional handicaps, is provided 
care. Dental treatment for the child with a handicapping 
condition has undergone marked changes in approach 
and concept during the past decade. No longer is this 
child neglected. Many times it is possible to treat these 
patients properly by an understanding of their handi-
capping problem. 
Laboure Health Center, South Boston. The dental 
clinic of this community health center is staffed by a 
member of the pedodontic faculty. The School acts as 
a resource for both children and adults requiring spe-
cialized services. Children requiring inpatient services 
are admitted to Kennedy Memorial Hospital or Beth 
Israel Hospital. 
Cancer Diagnostic Service. An oral-cancer screening 
clinic is held regularly at the John F. Kennedy Building 
in Government Center, Boston. Open to state and federal 
employees, this service provides periodontic residents 
from the School to screen individuals for oral malig-
nancies and instruct them in self-examination methods. 
This valuable service has resulted in the detection of 
some dozen premalignant or malignant lesions annually. 
Children's Development Clinic of Cambridge. This 
referring agency acts in conjunction with the Department 
of Pedodontics to make available dental care for the ex-
ceptional child. Al l prospective patients are evaluated in 
the School, and a pedodontic faculty member de-
termines the needs and method of delivering care to the 
patient. In this regard the School is acting as a com-
munity resource for a special population group. The chil-
dren's disabilities are generally a consequence of chronic 
disease, injury or congenital defect. 
Action for Boston Community Development — 
Manpower Division, General Dynamics, Qulncy. 
The School is providing residents to develop an evalua-
tion and diagnostic service for workers employed by the 
General Dynamics Company. Adults whose oral condi-
tion may interfere with their job performance are 
examined at their place of employment and referred to 
the School for treatment. It is anticipated that the agency 
will eventually enlarge its program to provide for pre-
ventive as well as emergency therapeutic care. 
Headstart Children — Town of Chelsea. Each sum-
mer for the past two years, children from the town of 
Chelsea have been bussed into the School for dental 
care. The purpose of this program, similar to the pro-
grams for the City of Boston and the Town of Brookiine, 
is to provide deprived preschool children with a broad 
spectrum of high-quality dental services involving 
comprehensive care. • 
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Centennial. . . 
Indeed, last Spring 45-year-old Dr. 
Bernard Berstein became the oldest 
medical school graduate in the nation. 
An optometrist before entering BUSM, 
he is now interning in obstetrics and 
gynecology at the Brown University 
Hospitals in Providence. 
Open end. The Medical School, headed 
hy youthful Dr. Friedman, approved an 
open-ended curriculum last year that 
permits advanced students to complete 
their medical studies in three years and 
others to take more than four years until 
they_achieve the required competency. 
This step helped make it possible for 
the Medical School to implement an 
innovative government-funded minority-
recruiting project that is the first to 
begin at the grammar school level. 
Perhaps the single most notable 
contribution in patient care has heen the 
Home Medical Service, which began 
when the school opened. Students 
accompanied their faculty memhers, 
who were volunteers, on their daily horse 
and buggy rounds through the South 
End, Back Bay and Roxhury. 
The Home Medical Service has heen a 
joint endeavor with University Hospital 
for a century, with students still 
responding to house calls hacked up hy 
senior staff when necessary. Nearly a 
mi l l i on South End and Roxhury 
residents have heen treated hy this 
service over the years. Today senior 
medical, nursing and social-work 
students with professional therapists and 
public-health nurses form the Home 
Medical Service Team. 
Research has c lose ly p a r a l l e l e d 
education and patient care as a critical 
focal point. Research and training 
support at the School last year reached 
an all-time high of $12 million — the 
preponderance coming from the federal 
government. But even before such 
funding became a fact of life, individual 
faculty memhers made important 
contributions. 
Dr. Will iam R. Morrison was a 
pioneer in gastric surgery in the 1920's 
and 1930's and performed one of the 
first successful total gastrectomies. Dr. 
Allen Winter Rowe developed laboratory 
techniques 50 years ago that are still 
used in modern clinical medicine. And 
the world's first open-heart surgery was 
performed in 1937 hy Dr. John W. 
Streider. 
M a j o r S c a l e . Basic research has 
proceeded on a major scale at the School 
in recent years. Large interdisciplinary 
groups are investigating the biology of 
aging and the role of cholesterol in the 
development of atherosclerosis. Cancer 
research is ongoing in many 
laboratories, with scientists studying 
whether viruses are important in causing 
cancer and i f the body's natural defense 
mechanisms can he harnessed to control 
tumor growth. The first major study of 
marijuana's effects on the body occurred 
at the School of Medicine, and further 
such studies continue. Experimentation 
has begun on animals to find blocking 
agents to nullify the addictive quality of 
heroin. 
Clinical research has long heen a 
particular strength. The late Dr. Chester 
S. Keefer conducted the major clinical 
research on penicillin, the first antibiotic 
drug. Dr. Robert W. Wilkins was 
responsible for the introduction of 
reserpine, a medication today used 
throughout the world to control 
hypertension. The School houses the 
New England regional center for 
respiratory research. A team of renal 
internists and .surgeons has developed 
one of the most outstanding records of 
success in cadaver kidney transplanta-
tion, and surgical research at the School 
has resulted in widely accepted new tech-
niques in treatment of endocrine dis-
orders and shock. 
Clinical epidemiologists on the faculty 
direct two internationally important 
projects, the Framingham Heart Study 
and the Boston Collaborative Drug 
Surveillance Program. Other clinical 
investigations are ongoing in such fields 
as arthritis and connective-tissue dis-
ease, gastroenterology, infectious dis-
eases and nuclear medicine. 
The full-time faculty now includes 285 
memhers, and the Class of 1976 numbers 
120 students, the largest in the School's 
history. BUSM has capacity for 150 and 
next Fall 135 will he admitted. 
NIH Funds Major 
Epidemiology Study 
Of Eye Diseases 
The world famed Framingham Heart 
Study has acquired an epidemiological 
sibling. 
The Framingham Lye Study was 
officially dedicated recently, and 3,500 
residents of the fast-growing community 
of Framingham and many surrounding 
towns are eligible to participate. 
A $300,000 grant from the National 
Lye Institute (NFI) of the National 
Institutes of Health has underwritten the 
four-year project. Officials from the 
sponsoring Boston University Medical 
Center, the National Lye Institute (NFI), 
Framingham Union Hospital, and the 
Town of Framingham itself convened for 
the ceremonies and open house for the 
puhlic. 
Dr. R. Thomas Dawber, director of 
the Heart Study and a planning officer 
for the Medical Center, which will 
conduct the project, introduced the Lye 
Study's chief investigator. Dr. Howard 
Leibowitz, chairman of the Departments 
of Ophthalmology of the School of 
Medicine and University Hospital; Dr. 
George T. Brooks, associate director for 
Fx t ramurua l and Collaborative 
Programs, N F I ; Dr. James Ganley, 
associate project officer for N F I ; Albert 
Deane, admin i s t r a to r , F ramingham 
Union; and Peter Ahlondi, selectman of 
the Town and an original memher of the 
Heart Study population. 
An investigation into the prevalence of 
four of the most common causes of 
blindness and visual disability will now 
he undertaken. This study is the first 
large-scale attempt to determine the 
prevalence of eye diseases, as opposed to 
blindness, in a well-defined and closely 
followed population. 
The study also seeks to identify factors 
that increase the risk of developing any 
of the four diseases under investigation 
— senile cataract, senile macular 
degeneration, chronic simple glaucoma 
and diabetic retinopathy. Finding such 
factors could lead to means of preventing 
these eye diseases. Even negative 
findings will he useful in narrowing the 
search for the causes of these disorders. 
S a m e p e o p l e . The patients will he 
the same people that have heen 
participating for over two decades in the 
well-known Framingham study of heart 
disease conducted hy the National Heart 
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The Framingham Eye Study gets underway as Dr. Howard Leibowitz 
(left), chief investigator, discusses eguipment with Dr. George 
Brooks and Dr. James Ganley of National Eye institute, as Dr. 
Thomas R. Dawber, project coordinator, listens. 
and Lung Institute (NHLI), another NIH" 
component, in conjunction with the 
Medical Center. 
For the NFI-supported study, a 
special eye-examination center has heen 
estahlished at Framingham near the 
Heart Study and Framingham Union 
Hospital. 
A prel iminary examination w i l l 
determine each patient's visual acuity, 
measure intraocular pressure, note any 
indication of cupping or depression of 
the area where the optic nerve joins the 
retina (a possible sign of glaucoma), and 
check for any evidence of the four 
diseases. 
Suspects for any of the four diseases 
will then he given more extensive 
examinations to confirm the presence 
and determine the severity of the disease. 
Patients will he referred to their own 
o p h t h a l m o l o g i s t for any necessary 
treatment. The Fye Study is to he a 
screening program — not a treatment 
center. 
Data will he collected for two years. 
Their analysis and correlation with past 
measurements from the Heart Study 
may serve to identify or rule out factors 
which increase the risk of developing eye. 
disease. 
Dr. Ganley, the NFI associate project 
director, expressed the hope that the 
Framingham Fye Study will match the 
Heart Study in both the quality and the 
quantity of data. "The National Fye 
Institute." he said, "intends that this 
tax-supported study will meet the high 
standards estahlished for heart disease 
hy the Framingham Heart Study." 
Dr. Dawber. who founded the Heart 
Study in 1949. noted that Framingham 
has always had an "unusual reputation" 
in public-health circles. He pointed out 
that the original study validating chest 
X-rays as a screening device for 
tuberculosis was carried out in 
Framingham more than 50 years ago; 
and since then the town has had a 
special place in public-health annals. 
BUSGD Receives 
Grant To Aid 
Female Recruitment 
The School of Graduate Dentistry has 
received a $21,410 grant from the Robert 
Wood Johnson Foundation of 
Princetown, N.J., according to Dean 
Henry M . Goldman. The grant provides 
support for scholarship and loan awards 
to women students, students from rural 
backgrounds and those from the nation's 
black. American Indian. Mexican-
American and U.S. Puerto Rican 
populations. 
Dr. Jon T. Kapala, predoctoral 
director of admissions and student 
affairs, will administer the grant. A 
faculty financial-aid committee, headed 
hy Dr. Kapala, will determine the 
individual needs of eligible students. 
An active campaign has heen 
instituted to attract more women 
candidates to BUSGD. This program 
will include visits to most of the women's 
colleges in New England. There were 
four women accepted in the first 
predoctoral class of 25 students, and six 
women intend to begin their dental 
education at Boston University in 
September. Women, therefore, comprise 
20 per cent of the total enrollment of the 
first two classes; a percentage that is ten 
times the national average for schools of 
dentistry. 
I t is impossible to determine the 
number of black candidates because 
application forms do not permit 
identification hy race. However. Dr. 
Kapala estimates that black students 
comprise approximately three per cent of 
the total number of applications. 
Spanish-speaking, American Indian and 
rural-resident applications are non-
existent at the present time. Recruitment 
efforts in these areas are being 
developed. 
Elderly Project Gets 
Underway at School 
Of Social Work 
"The elderly need help — help in 
learning how they can give." asserts 
Frances Olrich. newly appointed project 
director at Boston University School of 
Social Work for a three-year. $300,000 
grant from the Massachusetts Office of 
Elder Affairs. 
There's a dynamic new view of aging, 
one part women's liberation, one part 
Gray Panthers and Senior Power, and six 
or seven doses of new discoveries ahout 
how life doesn't have to end with a gold 
watch, a retirement dinner, and a 
rocking chair hy the fireside. 
The project award will he employed 
throughout the University and through-
out the state to set off a training chain 
reaction. Personnel from community 
agencies and offices and nonprofessional 
senior citizens who promise to use what 
they learn will he trained in workshops, 
classes and field work in order to train 
others. 
The key is the pledge to continue and 
pass the good work along. 
"This is not just self-enrichment," 
stresses Mrs. Olrich, hut a sensitization 
program in how to deal with problems 
and concerns of the elderly. It's a re-
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The Sports Scene education process in ferreting out the hidden and wasted potential of a 
growing number of American citizens. 
"Older people are much younger than 
they used to he." Mrs. Olrich smiles, "as 
you can see." 
She is "58 going on 59." 
There are new ways of understanding 
the aging process, some of them being 
studied at many University schools, 
coordinated hy an all-University 
Gerontology Council. The Council will 
work closely with the new project. 
' ' T h e w h o l e p h o n y p r o c e s s o f 
emphasizing staying young and getting 
your face lifted is under attack." says 
Mrs. Olrich. 
She credits women's liberation with 
changing some attitudes ahout aging. 
"We're coming into our own. Aging is 
exciting. Life begins at 60 now. But it's 
not competitive." she adds, "not youth 
versus age. A g i n g is m a t u r a t i o n , 
becoming in charge of life and your 
surroundings, feeling you have an 
impact." 
E l d e r l y I n v o l v e m e n t . The elderly 
t h e m s e l v e s , at a l l s tages o f t h i s 
potentially exciting new phase of life, 
will he an important part of the training 
program. 
"They have their own personal 
experiences to share ahout what it means 
to age in our society — the stresses and 
strains on a healthy individual forced to 
stop work, to become dependent. We're 
accustomed to thinking of delivering 
services to elderly who need help. Our 
project will reach out to put the elderly 
in a position where they can give." 
The BU project, based at the School of 
Social Work hut with aid. support, input 
and feedback from other gerontology 
study projects at the University and field 
work opportunities for BU students, 
began recently. Starting times of work-
shops and classes will he staggered 
so that early groups can help to train 
later ones. 
A special one-year program within the 
p r o j e c t w i l l s tudy p r e - r e t i r e m e n t 
counseling, drawing on the experiences 
of labor and management in industry. 
Then the retirement counseling group 
will consult with other BU groups which 
will concern themselves with supple-
mentary help to the elderly. 
"Most of the elderly are not in 
institutions." Mrs. Olrich points out. 
"They are with family or friends or alone 
in apartments and they can continue, 
with some help, to live independently." 
For instance, there are programs like 
Meals on Wheels, which delivers basic, 
catered meals to the elderly at home. 
Mrs. Olrich also mentions Friendly 
Visitors, a group of volunteers who will 
shop, pick up prescriptions and keep in 
touch hy telephone with solitary or 
forgotten older men and women. 
The Community College Regional 
Board of Massachusetts has offered-in-
service funding to the BU program. 
Results of BU study groups will he fed 
i n t o o n g o i n g g e r o n to lo g y pro jec t s 
throughout the state. 
BUMC Inaugurates 
Health Service for 
3,200 Employees 
In a long-awaited move, the Medical 
C e n t e r r e c e n t l y a n n o u n c e d t h e 
formation of a BUMC Health Service for 
the entire employee community. 
Previously only University Hospital 
personnel were served hy a similar 
service. 
Since February 1. the 3,200 employees 
of the Medical Center have heen eligible 
for care provided hy the new Service, 
which is directed hy Dr. Constance C. 
Cornog. assistant professor of 
community medicine and of medicine at 
the School of Medicine. Dr. Cornog has 
directed health clinics for medical and 
dental students .and for University 
Hospital employees for a number of 
years. 
The Health Service represents a major 
financial commitment on the part of the 
Medical Center, according to Dr. Lewis 
H. Rohrbaugh. BUMC director. In a 
letter to all employees. Dr. Rohrbaugh 
noted that the Health Service "is a 
substantial (non-taxahle) fringe benefit 
for every employee. For example, a 
complete physical hy a private physician 
may he quite costly, while BUMC 
employees can have this same service at 
no charge, or at minimal charge i f 
special tests are taken." 
Located in the Fxtended-Care Unit ot 
the Hospital, the Health Service is open 
from 8 to 4 five days a week. Among its 
services are daily clinic sessions for 
minor illnesses; emergency care in 
a c c i d e n t cases; p r e - e m p l o y m e n t 
examinations; periodic complete 
phys ica l s ; an active i m m u n i z a t i o n 
program, including tuberculin testing 
and vaccines required for travel; 
referrals to specialists, social-service 
agencies and other clinics; and 
counseling. 
Planning for the Health Service was 
coordinated hy Howard Buzzee. director 
of the Medical Center personnel office, 




During anginal attacks, patients may suffer intense 
apprehension. More frequently however, they experience a 
continuing sense of less severe but nonetheless dispropor-
tionate anxiety 
Reduction of such clinically significant anxiety is 
important, since undue emotional stress may precipitate 
further anginal episodes. 
Adjunctive Librium (chlordiazepoxide HCl) may be 
especially suitable for relief of clinically significant 
anxiety and emotional tension in anginal patients 
because of its generally prompt therapeutic effective-
ness and wide margin of safety. In a recent double-blind 
randomized study,* Librium (chlordiazepoxide HCl ) 
was administered for relief of moderate anxiety in 20 
anginal patients seen in office practice over a 20-week 
period. Symptoms of emotional distress related to 
anxiety were rated at base-line, one week, two weeks 
and monthly thereafter. Relief was obtained notably 
early in therapy. The clinical results demonstrated that 
Librium offers the coronary patient an antianxiety drug 
that, in the author's opinion, is both effective and safe. 
In general use, the most common side effects reported 
have been drowsiness, ataxia and confusion, 
particularly in the elderly and debilitated. (See 
summary of prescribing information.) 
Librium (chlordiazepoxide HCl) is used concomitantly 
with certain specific medications of other classes of 
drugs, such as cardiac glycosides, diuretics and antihy-
pertensive agents, whenever anxiety is clinically signifi-
cant. The drug should be discontinued after anxiety has 
been reduced to appropriate levels. 




lO-mg; 25-mg capsules 
up to 100 mg daily 
for moderate 
to severe anxiety 
accompanying angina pectoris 
Before prescribing, please consult complete product 
information, a summary of which follows: 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. 
Contraindications: Patients with known hypersensitivity to the 
drug. 
Warnings: Caution patients about possible combined effects with 
alcohol and other CNS depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations requiring com-
plete mental alertness {e.g., operating machinery, driving). Though 
physical and psychological dependence have rarely been reported 
on recommended doses, use caution in administering to addiction-
prone individuals or those who might increase dosage; withdrawal 
symptoms (including convulsions), following discontinuation of 
the drug and similar to those seen with barbiturates, have been 
reported. Use of any drug in pregnancy, lactation, or in women of 
childbearing age requires that its potential benefits be weighed 
against its possible hazards. 
Precautions: In the elderly and debilitated, and in children over 
six, limit to smallest effective dosage (initially 10 mg or less per 
day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six. 
Though generally not recommended, if combination therapy with 
other psychotropics seems indicated, carefully consider individual 
pharmacologic effects, particularly in use of potentiating drugs 
such as MAO inhibitors and phenothiazines. Observe usual pre-
cautions in presence of impaired renal or hepatic function. Para-
doxical reactions {e.g., excitement, stimulation and acute rage) 
have been reported in psychiatric patients and hyperactive aggres-
sive children. Employ usual precautions in treatment of anxiety 
states with evidence of impending depression; suicidal tendencies 
may be present and protective measures necessary. Variable 
effects on blood coagulation have been reported very rarely in 
patients receiving the drug and oral anticoagulants; causal rela-
tionship has not been established.clinically. 
Adverse Reactions: Drowsiness, ataxia and confusion may occur, 
especially in the elderly and debilitated. These are reversible in 
most instances by proper dosage adjustment, but are also occa-
sionally observed at the lower dosage ranges. In a few instances 
syncope has been reported. Also encountered are isolated instances 
of skin eruptions, edema, minor menstrual irregularities, nausea 
and constipation, extrapyramidal symptoms, increased and 
decreased libido —all infrequent and generally controlled with 
dosage reduction; changes in E E G patterns (low-voltage fast 
activity) may appear during and after treatment; blood dyscrasias 
(including agranulocytosis), jaundice and hepatic dysfunction 
have been reported occasionally, making periodic blood counts 
and liver function tests advisable during protracted therapy. 
Supplied: Librium® Capsules containing 5 mg, 10 mg or 25 mg 
chlordiazepoxide HCl . Libritabs® Tablets containing 5 mg, 10 mg 
or 25 mg chlordiazepoxide. 
*Levine, S.: "Angina Pectoris and Emotional Overlay," Scientific 
Exhibit presented at the Annual Meeting of the Maine Medical 
Association, Kennebunkport, Me., June 13-15,1971. 
A copy of the Levine study may be obtained from your 
Roche representative. 
Roche Laborator ies 
ivision of Hof fmann-La Roche Inc. 
Nutley, N.J. 07110 
Grace Elected to 
Trustee Council 
Of Medical Center 
J. Peter Grace, chairman and chief 
executive officer of W.R. Grace & Co., 
has been elected to the Trustee Council 
of the Medical Center by its members. 
The election was announced by Gerhard 
D. Bleicken, chairman of the Council, 
and Dr. Lewis H . Rohrbaugh, director of 
the Medical Center. 
Grace is also a memher of the Board 
of Trustees of Boston University. One of 
the Graces' children, Will iam R., 
graduated from the School of Medicine 
in 1969. 
The Trustee Council serves as the 
governing body of the Medical Center. 
Throughout his career Grace has heen 
actively associated with public-service 
groups and educational institutions. He 
is chairman of the hoard and a trustee of 
the American Institute for Free Labor 
Development, a memher of the Council 
on Foreign Relations, Inc., a founding 
memher of the Fmergency Committee 
for American Trade, a director of the 
Committee for National Trade Policy, 
and a trustee of the United States 
Council for the International Chamber 
of Commerce, Inc. 
In addition to Boston University, he 
also serves on the governing bodies of the 
University of Notre Dame and the Grace 
Institute. He is president and a memher 
of the Board of Trustees of St. Vincent's 
Hospital and Medical Center of New 
York; d memher of the Advisory Board 
of the New York Foundling Hospital; 
national treasurer of the National Jewish 
Hospital at Denver; and a memher of the 
managing hoard of the Roman Catholic 
Orphan Asylum. 
He is president and a director of the 
Catholic Youth Organization of the 
Archdiocese of New York. 
Grace joined W.R. Grace & Co. upon 
his graduation from Yale University in 
1936. He was elected secretary of the 
company in 1942 and was named a 
director the following year. He became 
president of the organization in 1945, 
and in 1971 became chairman, retaining 
his position as chief executive officer. 
Under Grace's leadership his firm has 
grown and changed from a shipping-line 
heritage into a leading industrial 
concern with international interests in 
chemicals, consumer products and 
services, and natural resources. 
J. Peter Grace is a new member of the 
Medical Center Trustee Council. 
Fight institutions of higher learning 
have conferred honorary degrees upon 
the new memher of the Trustee Council, 
including Manhattan College, Fordham 
University, Boston College and the 
University of Notre Dame. He has also 
heen decorated hy the governments of 
Columbia, Chile, Fcuador, Panama and 
Peru. 
Grace has received the Captain Robert 
Dollar Memorial Award for distinction 
in business hy the National Foreign 
Trade Council, and in 1967 he received 
the highest Catholic honor in the United 
States, the Laetare Medal conferred 
annually hy the University of Notre 
Dame. 
The new Council memher was horn in 
Manhasset, Long Island, where he and 




For Throat Surgery 
More than 50 patients suffering from 
various growths on their vocal cords 
have heen treated, successfully with a 
tool that renders surgery virtually 
bloodless and permits dramatically 
faster healing than conventional 
methods. 
Physicians at the School of Medi-
cine and University Hospital, where the 
instrumentation was developed, in con-
junction with memhers of a local optical-
research firm, have employed a carbon-
dioxide laser to treat vocal cords af-
flicted with polyps, cysts, cancer and 
early detected papillomas. 
Some of the abnormalities, such as 
the p a p i l l o m a s and precancerous 
growths, were vaporized hy the laser 
beam. Others, such as the polyps "and 
cysts, were removed hy forceps after the 
laser energy had separated them from 
the vocal cords. 
A recent case involved a four-year-old 
Kenyan girl flown to University Hospital 
for laser treatment of recurring papil-
lomas on her vocal cords. (See next 
article.) 
According to a report published 
recently in the Transactions of the 
American Broncho-Fsophagological 
Association hy Dr. M . Stuart Strong, 
chairman of the Department of 
Otolaryngology, and Dr. Geza J. Jako, 
associate professor, the newly developed 
carbon-dioxide laser technique allows 
surgery of the vocal cords to he carried 
o u t w i t h " e x q u i s i t e p r e c i s i o n . " 
Throughout surgery the instrument 
permits sighting of the target area with 
a binocular microscope. Previous 
surgical methods had sometimes 
suffered from obstructed views of the 
operating site during surgery. 
Surgery with the new carbon-dioxide 
laser is also aided as a result of the 
instrument's hemostatic capabilities. 
Surgeons have found that the laser's 
energy seals small blood vessels shut as 
it cuts through them. In larger vessels 
application of additional energy after 
the initial cut produces clotting that 
stops further bleeding. 
In surgery with the carbon-dioxide 
laser, according to the report, 
pos topera t ive swe l l i ng is v i r t u a l l y 
absent. In more conventional procedures 
with heat- or cold-producing instru-
ments, swelling is a major occurence in 
adjacent tissues. Swelling is thought to 
he reduced as a result of the new 
instrument's ability to pinpoint its beam, 
avoiding healthy tissue immediately 
adjacent. 
R a p i d h e a l i n g . The report notes that 
laser surgery of the vocal cords permits 
extremely rapid healing, usually with 
healing complete within two weeks, as 
opposed to the several weeks required 
with more conventional methods. In all 
cases discussed in the report, patients 
"were returned to the ward on awaken-
ing, allowed to talk softly and were 
discharged the day fol lowing 
operation." 
I n a d d i t i o n , the l ase r s u r g e r y 
p r o d u c e d m i n i m a l p o s t o p e r a t i v e 
scarring, due probably to the sharply 
demarcated area of tissue destruction. 
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Carbon-dioxide laser in use during surgery at University Hospital. 
New tool renders certain procedures virtually bloodless and permits 
drastically faster healing. 
Surgery with the carhon-dioxide laser 
holds great promise, the report states, 
i n cases where " p r e s e r v a t i o n o f 
function is important." 
Although various types of lasers have 
heen available for at least ten years, 
many physicians "have had a nebulous 
idea of their properties and have heen 
sceptical regarding their use in medi-
cine." Drs. Strong and Jako state. 
Initial experiments with early pulsed 
l a s e r s o f t e n p r o d u c e d h a r m f u l 
scattering of tumor cells instead of 
either removal or destruction. In addi-
tion, safety questions arose regarding 
the danger of serious eye injury to the 
surgeon or his staff. 
The carhon-dioxide laser used in the 
Boston University work was discovered 
in 1965. It was developed in conjunc-
tion with the American Optical Re-
search Laboratories of Framingham. 
This instrument presented distinct 
advantages over previous instruments, 
according to the report. Its continuous-
wave energy could he controlled to 
allow microscopic precision in the de-
struction of abnormal tissue, and safety 
for the surgical team could he assured 
thrhugh the wearing of ordinary eye 
glasses. 
After development of the basic 
carhon-dioxide laser and its attachment 
to a specially devised microscope and 
surgical tube, initial experimentation 
proceeded in dogs. This study showed 
that the carhon-dioxide laser energy is 
almost completely absorbed hy all 
biologic tissues and can he used to 
achieve controlled destruction of care-
fully preselected areas of tissue. 
Physicians in the School of Medi-
cine's Department of Otolaryngology 
are currently exploring the possibility 
of applying laser surgery to additional 
disorders of the nose and throat. 
Four-Year-Old Kenyan 
Girl Flown Here for Laser 
A large amount of international co-
operation, combined with an outpouring 
of local humanity, have enabled a four-
year old girl from Kenya to receive 
University Hospital's newly developed 
laser treatment for her life-threatening 
problems. 
Alice Anyango Alaro. of Kenya's 
South Nyzanza Province, was flown to 
the United States for treatment of severe 
laryngeal and tracheal papillomas. 
These tumors grew so large that they 
significantly impaired normal breath-
ing and swallowing. 
The little girl's condition had heen 
treated several times hy conventional 
surgical removal, hut the papillomas 
continually recurred within two to three 
months. 
A visiting University of Arizona pro-
fessor mentioned to Alice's Kenyan 
physician. Dr. Nimrod Bwiho. that Uni-
versity Hospital's Department of Oto-
laryngology had just developed a new 
tool that might resolve the girl's prob-
lems. The tool was the carhon-dioxide 
laser, which had gained attention as the 
result of an award conferred hy the 
American Medical Association. 
Dr. Bwiho urged the girl's family 
that the procedure he tried, and the 
wheels of international cooperation be-
gan turning. 
Ms. Faye Weston, director of com-
munity-health services of Boston City 
Hospital, where Alice would stay pre-
and postoperatively, arranged for the 
Kenya-New York flight to he met at 
Kennedy International Airport hy a 
BCH pediatrics resident. 
Mrs. Ruth Batson. director of the 
BUMC Division of Psychiatry's Con-
sultation and Fducation Department, 
volunteered her home for the several 
months during which Alice would he an 
outpatient following surgery. 
And University Hospital surgeons 
said they would perform the procedure 
free of charge. 
At press time Alice Anyango Alaro 
had successfully undergone the laser 
procedure, as far as her physicians could 
then tell. Ultimate success will he 
judged hy a lack of recurrence of the 
papillomas. The key would he to destroy 
the roots, as well as the external papil-
lomas themselves. 
Alice was accompanied on her travel 
to the United States hy her mother and 
Dr. Bwiho, who teaches pediatrics at the 
University of Nairobi. Her mother is 
staying throughout the girl's three 
months in Boston. 
$20,000 Memorial 
Honors Dean Tyler 
Boston University has received a 
$20,000 gift to establish the Dean 
Fleanor Tyler Memorial Fund. The fund 
memorializes the late assistant dean of 
the College of Liberal Arts and 
coordinator of the BUSM-CLA medical-
education program, who died last 
August. 
The gift was made hy George Tyler of 
New York City, the late dean's brother. 
University Pres. John R. Silber 
announced that income from the award 
will provide an annual prize "to the 
graduate of the Six-Year College of 
Liberal Arts-Medical Fducation Pro-
gram with the highest academic stand-
ing." 
The award, to he made in the year in 
which the M.D. degree is conferred, will 
he i n i t i a t e d a t t h e u p c o m i n g 
Commencement exercises. Mr . Tyler 
made this early start possible through 
donation of an extra $1,000, in addition 
to his original award. 
In expressing the University's 
gratitude for the award. Pres. Silber 
lauded Dean Ty le r ' s " o u t s t a n d i n g 
contribution" to the special medical-
ed u ca t i o n p r o g r a m . The S ix -Year 
Progr^im "has heen one of the most 
innovative and successful programs at 
Boston University, and its success has 
heen in large measure the result of Dean 
Tyler's outstanding work." he said. 
Frnest H. Blaustein. associate dean of 
CLA. who was closely associated with 
Dean Tyler, has heen named to serve as 
coordinator of the combined A.B.-M.D. 
program. 
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Centennial Gears Up 
Lanzoni '60 Berger '56 Egdahl Levine Mozden '54 
Alumni Firm Up 
Plans for May 
Centennial Weekend 
Plans are now being completed for the 
School of Medicine's annual Alumni 
Reunion, which this year will he 
combined with a continuing-education 
program to mark BUSM's Centennial. 
The continuing-education series will 
he presented Friday and Saturday. May 
11 and 12. The reunion luncheon and the 
Annual Meeting and banquet will take 
place Saturday afternoon and evening, 
respectively. 
As conceived hy Dr. Vincent Lanzoni 
'60. associate dean for curriculum, the 
education program will present alumni 
and faculty memhers in state-of-the-art 
and state-of-the-science talks in their 
fields of expertise. 
Friday morning Dr. Sol Levine. a 
professor of community medicine and a 
University Professor, will discuss "Social 
Factors in Medicine." Dr. Richard H. 
Fgdahl. Utley professor of surgery and 
chairman of the division, will talk on 
"Health-Care Legislation and Its 
Implicat ions upon the Practicing 
Physician." 
Also Friday morning. Dr. Aram van 
Chohanian. a professor of medicine, will 
speak on "Current Management of 
Hyperlipidemias." and Dr. Robert L. 
Berger '56. a professor of surgery, will 
discuss "The Surgical Approach to 
Coronary Artery Disease." 
Following luncheon alumni will have a 
choice of three programs. In one. deans 
of the Medical School will present an 
update on "Admissions. Curriculum and 
Students." Simultaneously. Dr. Louis 
W. Sullivan '58. associate professor of 
medicine and physiology, will lead a 
panel discussion on hematology 
advances. 
Alumni who have not yet visited the 
School's new facilities can opt at this 
time to join a small tour group. 
S a t u r d a y f a r e . The following morning 
Dean Fphraim Friedman will lead a 
panel discussion titled. "Turn of a 
Century." He will be joined hy Dr. 
Sanford I . Cohen, chairman of the 
Division of Psychiatry. Dr. Joel J. Alpert. 
chairman of the Department of 
Pediatrics, and Dr. Alan S. Cohen '52. a 
professor of medicine and director of the 
Boston University Medical Services at 
Boston City Hospital. 
Later Saturday morning Dr. Louis 
Weinstein '43. a professor of medicine 
at Tufts School of Medicine, will dis-
cuss advances in management of infec-
tious diseases, and Dr. Peter J. Mozden 
'54. associate professor of surgery and 
chief of oncology at University Hospital, 
will talk on recent advances in cancer 
therapy. 
Dedication ceremonies will he held 
Friday afternoon for a classroom facility 
in memory of Dr. Henry J. Bakst. former 




Planning for the School of Medicine's 
upcoming Centennial commemoration 
was given a significant boost recently 
t h r o u g h a c t i o n s h y t h e F x e c u t i v e 
Committee of the BUSM Alumni 
Association. The group also provided a 
grant for a scholar who is writing a 
biography of a noted alumnus. 
Upon the urging of several committee 
members who stressed that alumni, 
above all. should express their support of 
the School during the Centennial year. 
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the Executive Committee appropriated 
up to $10,000 for special Centennial 
projects, including a commemorative 
booklet to be distributed during the year. 
Alumni Association funds provided an 
immediate impact upon the activities of 
the BUSM Centennial Committee, 
chaired hy Dr. Murray M . Freed '52. 
This group initially had reason to expect 
a sizeable allocation of institutional 
funds to help in the celebration, hut the 
prevailing spirit of austerity at the 
University scaled down the expected sum 
hy ahout 80 per cent. 
Thus, the funding provided hy the 
A l u m n i Association is especially 
noteworthy. 
Another recent appropriation hy the 
Executive Committee has helped to 
support a scholar preparing a text on the 
life of the late Dr. Solomon Carter Fuller 
'97. the nation's first black psychiatrist 
and a longtime memher of the BUSM 
faculty. Herve' Gouraige, CLA '72, 
currently in England as a Rhodes 




J . M A R K H I E B E R T has heen elected 
to the hoard of directors of the Irving 
Trust Company. New York. 
'34 
S A M U E L H . CORN 'S son. Peter, is now 
a junior at the School of Medicine. 
'37 
P A U L I N E L U Z A C K A S is in general 
practice in Cambridge, with emphasis on 
gynecology, and is also the Cambridge 
School Physician. 
'39 
T I M O T H Y L . CURRAN has heen 
elected president of the St. Francis Hos-
pital medical-dental staff. Hartford. Dr. 
Curran, who is in private practice, is a 
fellow of the American Triological 
Society and of the American Academy of 
Ophthalmology and Otolaryngology and 
a diplomate of the American Board of 
Otolaryngology. 
'42 
H E R B E R T N. BLANCHARD is a 
C h a r t e r F e l l o w o f t h e A m e r i c a n 
Academy of Family Physicians. 
FRANCIS J . M C M A H O N is the 
director of laboratories at Vassar 
Brothers Hospital. Poughkeepsie, N.Y. 
His daughter Mary Ellen, a graduate of 
Alhertus Magnus, is engaged to Dennis 
Funaro, a graduate of Providence 
College. His daughter Margaret will 
graduate from Boston College School of 
Nursing in the spring. 
'46 
PHILIP T. G O L D E N B E R G has heen 
named a memher of the executive 
committee of St. Francis Hospital. 
Hartford. 
'48 
A R T H U R S U L L I V A N has heen 
appointed chairman of the nominating 
committee of the Carney Hospital 
Medical Staff. Dorchester. 
'49 
ANNA C O R T R A D O V S K Y has heen 
appointed medical director of the Union 
Health Center of the New England 
Department of the International Ladies 
Garment Workers Union. 
'50 
E B E N H . DUSTIN, after spending 
three years in Liberia, West Africa, with 
the Medical Division of the State 
Department, is now at the American 
Embassy in Vientiane, Laos. He is 
looking forward to home leave in the 
summer to see his son, David, graduate 
from Hope College, Michigan, and 
attend his wedding. 
SAUL L E R N E R is the chairman of the 
Massachusetts Section of the American 
College of Ohstetricians and 
Gynecologists. 
'53 
R I C H A R D D. C I L L E Y , physician on 
the University of New Hampshire's 
student health-service staff, has heen 
appointed director of Student Health 
Services at the College of Will iam and 
Mary. 
'54 
D A V I D C. K R I P K E is the director of 
surgery at Cross County Hospital. 
Yonkers. N.Y. 
C H A R L E S M A H A N O R has heen 
elected president of the Youville Hospi-
tal Medical Staff. Cambridge. 
'55 
ANDREW B. C R U M M Y is currently 
acting chairman of the Radiology 
Department of the University of 
Wisconsin as well as president of the 
Wisconsin Radiological Society. 
DONALD M. P E R L M A N has heen 
appointed chief of surgery at the Lynn 
(Mass.) Hospital. He is currently a 
visiting surgeon at Saugus General and 
Union Hospitals, on the consulting staff 
at Mary Alley Hospital, the courtesy staff 
at North Shore Children's Hospital and 
an a s s o c i a t e v i s i t i n g s u r g e o n at 
University Hospital. 
'56 
R O B E R T H. L O F G R E N has heen 
promoted to assistant clinical professor 
of otolaryngology at Harvard Medical 
School. 
ANTHONY J , PIRO has heen promoted 
to assistant professor of radiation 
therapy at the Joint Center for Radiation 
Therapy, Boston. 
'57 
JOHN C. CONIARIS, medical director 
of the Youth Guidance Center in 
Framingham, has heen elected to a two-
year term on the hoard of directors of the 
N e w E n g l a n d C o u n c i l o f C h i l d 
Psychiatry. He is a memher of the 
M a s s a c h u s e t t s M e d i c a l Soc i e ty , 
American Psychiatric Association and 
Psychotherapy Association. Dr. Coniaris 
has heen medical director of the 
guidance center since 1966. 
H E R B E R T C. S I E G E R T has heen 
appointed chief of neurology and 
psychiatry at the Melrose-Wakefield 
Hospital. He lives with his wife and two 
children in Lexington. 
'58 
K E N N E T H B. GORDON has recently 
h e e n e l e c t e d c h a i r m a n o f t h e 
Department of Obstetrics and 
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Gynecology at the Framingham Union 
Hospital. He has heen in practice in 
Framingham for 10 years, where he 
resides with his wife, Fllen, and three 
hoys, David, 13, Andrew, 11, and Paul 9. 
'59 
JULIUS H . M U E L L E R has heen 
practicing ophthalmology in Modesto, 
Calif, since 1966. He writes. " I would 
like to hear from classmates visiting Port 
Leon." His address is 140 Fast Granger 
Street. Modesto. Tel. (209) 529-9820. 
'60 
JULIAN C. W A L L A C E is practicing 
internal medicine and cardiology in 
Beverly Hills. Calif. His son, Andrew 
Cregg, was horn July 28, 1971. 
'61 
JEANNE ARNOLD has joined the staff 
of the Wilton (N.H.) Medical Center. 
She is presently on the staff at the 
Monadnock Community Hospital of 
Peterhorough and a memher of the 
faculty of Dartmouth College Medical 
School. 
RICHARD C. T A L A M O has heen 
promoted to associate professor of 
pediatrics at Harvard Medical School. 
He is also associate p e d i a t r i c i a n . 
Children's Service, at Massachusetts 
General Hospital. 
J . E L L I O T T T A Y L O R ' S son. Michael 
Camphell. was horn Apri l 12. 1972. 
'62 
G E O R G E E . G H A R E E B and his wife 
now have three children; the youngest. 
George Andrew, joined them in March 
of 1972. Dr. Ghareeh's practice of 
ophthalmology keeps him husy. 
IRA J , K O W A L has heen in full-time 
practice of adult and pediatric 
cardiology since 1970 and is an associate 
fellow in the American College of 
Cardiology and clinical instructor at the 
University of Colorado Medical School. 
LOIS F . O'GRADY has heen chosen as 
one of the five top professors at the 
University of California (Davis) School of 
Medicine. The honored physicians were 
chosen hy students, colleagues and 
alumni. Dr. O'Grady. a pioneer in 
interdepartmental collahoration and the 
use of novel audiovisual materials in 
teaching clinical hasic sciences, has also 
heen a leader in the development of 
t e a c h i n g - e v a l u a t i o n methods . The 
president of the Class of 1973 descrihed 
her as follows: "Dr. O'Grady is 
overwhelmingly considered to he one of, 
i f not the, hest teachers in the UCD 
School of Medicine hy the memhers of 
our class . . . she is an excellent example 
of everything a teaching physician 
should he." 
'64 
THOMAS C. BAGNOLI is currently 
practicing gastroenterology in St. Paul,. 
Minnesota. 
C H A R L E S S. C R U M M Y is in full-time 
practice of internal medicine and 
oncology in Mendham. N.J. 
R O B E R T A. ENGLAND has heen 
appointed to the mental-health and 
retardation areas hoards of the 
Massachusetts Mental Health Center in 
the Massachuse t t s D e p a r t m e n t o f 
Mental Health Region V I . 
JOHN P. C O C C H I A R E L L A is husy in 
private practice, hut enjoys coming to 
Boston occasionally to precept BUSM 
s tuden t s as c l i n i c a l i n s t r u c t o r i n 
pediatrics in the Boston City Hospital 
Department of Pediatrics. 
'65 
M A R Y L . ROSENLUND was married in 
Octoher. 1971, is hoard-certified in the 
American Academy of Pediatrics and is 
assistant professor at the University of 
Pennsylvania School of Medicine. 
'66 
DENNIS B. LIND writes: " M y wife, 
Judy, and children. M i m i . 6, and 
Martin. 3. are all enjoying our Air Force 
duty here in Hawaii where I am serving 
as chief of the Hickory Air Force Base 
Dispensary Mental Health Clinic." 
D A V I D J . M U L V A N Y is presently in 
the U.S. Army stationed at Berlin Army 
Hospital, West Germany in general 
surgery and is enjoying his tour. He and 
his wife. Phyllis, have three children: 
Linda. 9, Michael. 6, and Jill, 2. 
E D W A R D SCHNEIDER will finish 
training in medical genetics and become 
the head of a new section at the N I H 
later this year — Mammalian Genetics 
Section, Laboratory Cellular and 
C o m p a r a t i v e Phys io logy , N a t i o n a l 
Institute of Child Health and Human 
Development. 
'67 
M A R S H A L L S. B E D I N E has a full-time 
position at the Johns Hopkins Hospital 
in the Department of Medicine, hut is 
e n t e r i n g the p r i v a t e p r a c t i c e o f 
gastroenterology. He is also certified hy 
t h e A m e r i c a n B o a r d o f I n t e r n a l 
Medicine in internal medicine and gas-
troenterology. 
R I C H A R D P. G O L D W A T E R is in the 
private practice of psychiatry at 131 Mt . 
Auburn St., Cambridge, with special 
emphasis on psychotherapy wi th 
adolescents. He is the associate director 
of Identity, Inc., Concord. 
R A L P H H O L M E S completed his 
residency in July. 1972. and is presently 
assistant professor of otolaryngology at 
Yale-New Haven Medical Center. 
'68 
W I L L I A M E . B R O D K I N , a Major in 
the U.S. Army, recently completed, 
with honors, a five-week course at the 
Medical Field Service School at Brooke 
Army Medical Center, Ft. Sam Houston, 
Texas. 
JAMES W. R O S E N B E R G is a memher 
of the BUSM Centennial Committee. 
C A L V I N C. ROSS has successfully 
completed his examination hy the 
American Board of Internal Medicine. 
MONICA P. S C H A B E R G has heen 
appointed a memher of the assisting 
visiting staff and interim chief of 
pediatrics at the Framingham Union 
H o s p i t a l . O n e o f h e r m a j o r 
responsibilities is to plan and develop an 
intensive-care nursery. To gain extensive 
experience in working with both sick and 
w e l l b a b i e s , D r . S c h a h e r g served 
i n t e r n s h i p and j u n i o r and s e n i o r 
residencies in pediatrics at Boston City 
Hospital and held a fellowship in 
neonatology at the same institution. 
'68 & '69 
M A R T I N a n d G E R A L D I N E 
F E L D M A N write that Marty is husy 
with pediatrics in the Air Force and Geri 
is taking a fellowship in pediatric allergy 
at the University of Arkansas Medical 
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Center. Their son. Joshua, is a year old, 
and they are looking forward to 
returning to Sudhury. 
'69 
C H A R L E S I . WASSERMAN recently 
puhlished his first novel, "make me a 
doctor/make me an actor," through 
Vantage Press, New York. The hook 
jacket descrihes the work as a "hig novel 
ahout medical students — especially 
female ones — at Boston University." A 
hiographical note states that he is 
medical director of the Baltimore West 
End Drug Ahuse Program. 
'70 
DENIS P. B Y R N E married Joan P. 
Donahue of Wayland in August, 1972. 
Dr. Byrne is currently a resident in 
orthopedic surgery at Carney Hospital, 
Dorchester, and Joan is teaching special 
classes at King Phillip Regional Junior 
High School, Norfolk. They live in 
Randolph. 
A L L A N D. C O N V E R S E is a resident in 
surgery at the Georgetown University 
Hospital, Washington, D.C. 
G A I L S. K A P L A N married Arnold 
Kraft in November. 1972. 
SINCE 1947 
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'71 
SANFORD K U R T Z and his wife had a 
hahyhoy. Benjamin, December 27, 1972. 
'72 
R E N A T O R. ARMAS married Andrea 
Lamond of Mattapan. He is serving his 
internship at Highland General 
Hospital. Oakland. Calif. 
Alumni Deaths 
WUIiam John Taylor. BUSM 15, died 
February 17, 1973, in Boston. Dr. Taylor 
was long associated with University 
Hospital and its predecessors. 
Massachusetts Homeopathic and 
Massachusetts Memorial Hospitals, as a 
staff radiologist. For many years he 
maintained two offices for private 
practice, one in Kenmore Square and the 
other in Dedham. He practiced at the 
Dedham office until his death. Dr. 
Taylor was a memher of the Norfolk 
County and Massachusetts Medical 
Societies. He served as school physician 
in Westwood for several years and as a 
memher of the Dedham Board of 
Health, for the last 27 years as its 
chairman. He is survived hy his wife, 
Katherine, of Dedham, two sons and a 
daughter. 
WUIiam Freeman, BUSM '29, died 
January 31, 1973, in Fall River. At his 
death, Dr. Freeman was serving as 
senior consultant in clinical pathology at 
Truesdale Hospital, Fall River. He was 
formerly associate director of the 
International Ladies Garment Workers 
Union Health Center and served on the 
s t a f f o f M a s s a c h u s e t t s M e m o r i a l 
Hospitals and the faculty of the School of 
Medicine. He served as a director of the 
New England Association of Blood 
Banks. Dr. Freeman leaves his wife. 
Pauline, of Swansea, two sons, two 
daughters and three brothers. 
Frank A . Manzione, BUSM '34, died 
January 14, 1973, in Paterson, N.J. Dr. 
Manzione was instrumental in 
establishing the county hospital in 
Passaic County, N.J., long considered 
one of the finest in the nation. He was in 
private general practice and served as 
physician for the Paterson school system 
until his retirement two years ago. He 
was a memher of the American Geriatric 
Association. Dr. Manzione is survived hy 
his wife, Mary, of Paterson, a son, two 
daughters, two brothers and two sisters. 
Thomas Leo O'Connell, BUSM '34, died 
Octoher 28, 1972, in Providence. At his 
death, Dr. O'Connell was a prominent 
eye. ear, nose and throat specialist in the 
Providence area and was on the staff of 
St. Joseph's Hospital, where he died. He 
served as chief of otolaryngology at that 
hospital during the 1960's. Following 
graduation from medical school, he 
served as medical officer with the Army 
Civilian Conservation Corps and then 
was a lieutenant commander in the U.S. 
Navy, earning the Distinguished Service 
Cross. Dr. O'Connell was a fellow of the 
American College of Ophthalmology and 
Otolaryngology. He leaves his wife, Rita, 
of North Providence, two sons and two 
sisters. 
Walter E . Batchelder, BUSM '39, died 
in Hilo, Hawaii, August 2, 1972. A New 
Hampshire native, he had served in 
several positions in Hawaii since 1967. 
Dr. Batchelder had been in the public-
health field for many years in New 
Hampshire, California, Rhode Island 
and Chicago, but he had originally 
completed a residency in obstetrics and 
gynecology. He received a master's 
degree in puhlic health from Harvard 
University in 1949. Among his 
appointments prior to coming to Hawaii 
were those as medical director of the 
Cancer Commission of the California 
Medical Association, medical and 
scientific director of the California 
division of the American Cancer Society, 
and memher of the National Advisory 
C o u n c i l o n N u r s i n g H o m e 
Administration. In Hawaii he served as 
Medicare administrator for the State 
Health Department, chief of the 
department's medical-health services, 
and district health officer for the Big 
Island. He leaves his wife, Dorothy, of 
Hilo, and two brothers. 
Gerald R. Dennison, BUSM '52, died as 
the result of an automobile crash 
December 22, 1972, in Concord. At his 
death. Dr. Dennison was in the practice 
of obstetrics and gynecology in Concord, 
and he served on the staff of Fmerson 
Hospital in that town. He was a memher 
o f t h e A m e r i c a n C o l l e g e o f 
Ohstetricians, the American Board of 
Obstetrics and Gynecology and the 
American Fertility Society. He leaves his 




To the Editor: 
I read the November/December issue of 
Centerscope on the elderly with great interest, 
and I liked its content. I was concerned, 
however, about the absence of any 
contribution by our faculty. As far as I know, 
we are the only school among the BU health 
schools that has a specialization in social 
gerontology. . . . 
JOSEPH F. MEISELS 
Dean. Boston University 
School of Social Work 
Louis Lowy, professor at the School of Social 
Work and cochairperson of the all-University 
Gerontology Council, recently announced that 
BUSSW has established a master's-levei 
program in Social Work with the Aging. This 
issue's Kaleidoscope also notes a state-funded 
program in gerontology at the University, 
coordinated through the School of Social 
Work. —Editor 
To the Editor: 
I wanted to take a moment to tell you how 
much I enjoyed your last edition of Center-
scope. Your section on aging was particularly 
effective. The timing was uncanny, for in our 
January edition of The Mayo Alumnus, we 
carried a piece on aging too. not an in-depth 
analysis, but that's not the point. 
The point is that alumni journals are 
beginning to pick up the ball a little and 
make some crashing headway into 
heretofore uncharted areas. I may be wrong, 
but I would suspect there were some heavy 
discussion on just using the variety of 
material you included on aging. 
I was most impressed with the writing 
and photography. I know you'll keep up 
the good work. 
ROLAND D. WUSSOW 
Director. Communications Service 
Mayo Clinic 
Rochester. Minnesota 
To the Editor: 
I appreciate your recent issue on aging. The 
article by Dean Kutner of Sargent College 
contains the following statements: " I t is a 
tragic fact that most of the residents of some 
form of institution are living under conditions 
hardly worthy of an advanced civilization . . . . 
At their worst, nursing homes, hospitals for 
the chronically i l l and aged and homes for the 
aged are little more than human storage 
houses where the shrunken and dessicated 
human lumber is kept until , inexorably, each 
board is removed." 
Is not the state supposed to supervise such 
institutions? What is being done to expose 
these conditions and stir the authorities to 
take appropriate action? As things now are. 
Boston University Medical Center and similar 
institutions are bound to be called upon to 
carry an impossible load. 
THE REV. DR. RICHARD G. PRESTON 
Wellesley 
To the Editor: 
Commissioner John B. Martin of the 
Administration on Aging turned over to us a 
copy of your November/December issue which 
we will note, of course, in our magazine. 
When listing publications we routinely give 
the price which, unless I overlooked it. is not 
given in your masthead. What is it? Or are 
single copies available free? 
JAMES E. WARNER 
Acting Editor. Aging 
Administration on Aging 
Washington. D.C. 
Single copies of Centerscope are distributed 
gratis, when available. —Editor 
To the Editor: 
I have been told of an excellent publication 
which your institution produced concerning 
the elderly of the South End in your 
November/December 1972 Centerscope. 
As continuing-care coordinator at the City 
of Boston's Mattapan Chronic Disease 
Hospital. I deal with many residents of the 
South End and have, on occasion, referred 
them to your Home Medical Service. 
I would be most grateful i f you could send 
me a copy. 
M E R E D I T H R. L E T H A M . R.N. 
Mattapan 
Elizabeth Moyer, Ph.D. 
To the Editor: 
I t was with a great shock and profound 
sadness I read in the November/December 
Kaleidoscope of the death of Elizabeth 
Moyer. 
Of all the teachers in my life, she was the 
greatest intluence on me. and led the list of 
the half-dozen outstanding educators in my 
schooling who helped shape my career. 
We exchanged Christmas cards for many 
years, and I should have known something 
was amiss this year, when I failed to receive 
one from her. 
Besides almost a reverence for Gross 
Anatomy, she gave to all of her students 
generous amounts of "Tea and Sympathy." 
and just plain fellowship and friendship all 
through our Medical School days. 
She readily grasped my own turmoil as a 
freshman, as I struggled from a student boy 
to an emerging man physician and quickly 
dispelled any doubts I ever had of becoming 
a doctor. 
" L i z " insisted. I not only would be a 
successful physician, but would also become 
a medical teacher, which I scoffed at in 
those days, but indeed, have since found 
myself quite active in clinical teaching in 
our own Division of Pediatric Allergy at 
Rhode Island Hospital. 
Primarily, her teaching was always the 
"carrot" and never the "stick." and I have 
tried to follow her example with the resi-
dents in our teaching program. 
To say she will be missed is the under-
statement of the year, but the best epitaph 
I could ever write to Liz Moyer is that in 
this day of ever-increasing impersonalization 
in all aspects of our life — SHE CARED! 
GEORGE K. BOYD. M.D. , BUSM '55 
Physician-in-Charge 
Allergy Division-Department of Pediatrics 
Rhode Island Hospital 
Providence 
Dr. Boyd also enclosed a donation for the 
Elizabeth Moyer Memorial Eund. "in the 
hope that it will be used in some direct way for 
the students in a lasting way. as the 'students' 
were her life." —Editor 
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Before prescr ib ing, please consul t 
complete product in fo rmat ion , a sum-
mary of which fo l lows: 
Indicat ions: Tension and anxiety 
states; somatic complaints whichi are 
concomitants of emotional factors; psy-
choneurotic states manifested by tension, 
anxiety, apprehension, fatigue, depres-
sive symptoms or agitation; symptomatic 
relief of acute agitation, tremor, delirium 
tremens and hallucinosis due to acute 
alcohol withdrawal; adjunctively in skele-
tal muscle spasm due to reflex spasm to 
local pathology, spasticity caused by 
upper motor neuron disorders, athetosis, 
stitt-man syndrome, convulsive disorders 
(not tor sole therapy). 
Contra indicated: Known hypersensi-
tivity to the drug. Children under 6 
months ot age. Acute narrow angle glau-
coma; may be used in patients with open 
angle glaucoma who are receiving appro-
priate therapy. 
Warnings: Not ot value in psychotic 
patients. Caution against hazardous 
occupations requiring complete mental 
alertness. When used adjunctively in con-
vulsive disorders, possibility ot increase 
in frequency and/ or severity ot grand mal 
seizures may require increased dosage ot 
standard anticonvulsant medication; 
abrupt withdrawal may be associated 
with temporary increase in frequency 
and/ or severity ot seizures. Advise 
against simultaneous ingestion ot alcohol 
and other CNS depressants. Withdrawal 
symptoms (similar to those with barbitu-
rates and alcohol) have occurred follow-
ing abrupt discontinuance (convulsions, 
tremor, abdominal and muscle cramps, 
vorhiting and sweating). Keep addiction-
prone individuals under careful surveil-
lance because ot their predisposition to 
habituation and dependence. In preg-
nancy, lactation or women ot childbearing 
age, weigh potential benefit against 
possible hazard. 
Precaut ions: It combined with other 
psychotropics or anticonvulsants, con-
sider carefully pharmacology ot agents 
employed; drugs such as phenothiazines, 
narcotics, barbiturates, MAO inhibitors 
and other antidepressants may potentiate 
its action. Usual precautions indicated in 
patients severely depressed, or with latent 
depression, or with suicidal tendencies. 
Observe usual precautions in impaired 
renal or hepatic function. Limit dosage to 
smallest effective amount in elderly and 
debilitated to preclude ataxia or over-
sedation. 
Side Effects: Drowsiness, confusion, 
diplopia, hypotension, changes in libido, 
nausea, fatigue, depression, dysarthria, 
jaundice, skin rash, ataxia, constipation, 
headache, incontinence, changes in sali-
vation, slurred speech, tremor, vertigo, 
urinary retention, blurred vision. Para-
doxical reactions such as acute hyper-
excited states, anxiety, hallucinations, 
increased muscle spasticity, insomnia, 
rage, sleep disturbances, stimulation 
have been reported; should these occur, 
discontinue drug. Isolated reports ot neu-
tropenia, jaundice; periodic blood counts 
and liver function tests advisable during 
long-term therapy. 
If there's 
good reason to 
prescribe for 
psychic tension... 
When, for example, 
reassurance and counseling 
on repeated visits 
are not enough 
Effectiveness is 
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